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Brown, E. V. L.: Sight-Saving Class Work from 
the Standpoint of the Ophthalmologist. Am. 
J. Ophth., 1928, xi, 3 s. 118. 

Sight-saving classes for school children were first 
opened in Chicago in 1919 with six pupils. Since 
then, the enrollment has increased to 192. 

In the author’s opinion, children with a visual 
handicap should not be segregated from those with 
normal vision unless their corrected vision is less 
than 20/60 to 20/70. Children with poor vision 
should be supplied with textbooks having large type; 
they require also more light, more room, and more 
attention from the teacher than those with normal 
vision. 

Brown concludes that no detriment to the eyes 
has resulted from the sight-saving class work and 
that nearly all of the children in the sight-saving 
classes can maintain their place in school and be 
promoted. GreorcE R. McAuttrr, M.D. 


Beigelman, M. N.: The Pathology of the Lachrymal 
Glands in Chronic Epiphora. Am. J. Ophih., 
1928, xi, 3 S., 125. 

Beigelman believes that unsatisfactory results in 
the treatment of persistent lachrymation may be 
due, in part, to lack of attention to the secretory 
portion of the lachrymal gland. The object of his 
article is to present observations which prove the 
possibility of a chronic dacryo-adenitis with epiphora 
as the only symptom. He has examined pathologi- 
cally six glands removed after sac extirpation. In 
four, chronic inflammation of various degrees was 
found. Cellular infiltration was very noticeable 
around the excretory ducts, and there were diffuse 
smaller areas of infiltration in the interlobular and 
interacinous connective tissue. 

The distribution of the infiltration suggested ex- 
tension of the inflammation by direct continuity 
from the subconjunctival tissue. Beigelman con- 
cludes that the histopathological changes noted by 
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him in the lachrymal glands are sufficient to explain 
hyperfunction of these glands with excessive lach- 
rymation. The treatment of such hyperfunction 
should consist in X-ray irradiation or in surgical 
measures such as deep incisions, cautery puncture, 
or extirpation of the gland, to diminish the secretion. 
GeorceE R. McAuutrr, M.D. 


Verryp, C. D., and Halbertsma, K. T. A.: Two 
Cases of Parinaud’s Conjunctivitis. Brit. J. 
Ophth., 1928, xii, 79. 

The authors report two cases of a condition which 
closely resembled Parinaud’s conjunctivitis except 
for the blood picture. The onset was relatively 
acute, with homolateral glandular involvement, ele- 
vation of the temperature, and enlargement of the 
spleen. Histological examination yielded findings 
resembling those described by Morax and Verhoeff. 
No microérganism was discovered. 

Tuomas D. ALLEN, M.D. 


Tooke, F. T.: Some Features of Glaucoma Com- 
plicating Iridocyclitis. Am. J. Ophth., 1928, xi, 
3 8. 97. 

Tooke believes that glaucoma is a symptom sec- 
ondary to some other condition, systemic or ocular. 
He reports five cases in which it was clearly second- 
ary. The article includes photomicrographs show- 
ing deposits of pigment and other secondary changes 
in the drainage angle. Lyman A. Copps, M.D. 


Jacques, L.: Cataract and Postoperative Tetany. 
Am. J. M. Sc., 1928, clxxv, 185. 


The author reports two cases of bilateral cataract 
occurring during the course of postoperative tetany 
and tabulates thirty-two cases collected from the 
literature. Only four of the patients were males. In 
nine instances the cataracts were associated with 
changes in the hair or nails. In most of the cases 
they were discovered within two years after thy- 
roidectomy. In the author’s second case there were 
only mild evidences of parathyroid deficiency. 
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In discussing the prevention of postoperative 
cataract, Jacques emphasizes the necessity for 
prompt and adequate control of the latent as well 
as the active manifestations of tetany. In one case 
the administration of parathormone in sufficient 
amounts to abolish all neuromuscular manifestations 
failed to arrest the progress of the cataracts. 


Fortin, E. P.: Does the Fovea Undergo Changes 
During Accommodation? (La fovea experi- 
menta modificaciones durante la acomodacién?) 
Rev. de especialidades, 1927, ii, 761. 

It is generally believed that the layers of the retina 
are held together firmly, but the author has found 
that between the internal and external layers there 
is a narrow layer made up of fine Henle fibers less 
than a micron long, and that the layers of the 
retina are capable of separating to this extent. The 
article contains colored plates showing the arrange- 
ment of the layers described. The external limiting 
layer sometimes forms a straight line and some- 
times an arched one, and it seems obvious that 
these different forms correspond to different physio- 
logical acts. 

In experiments regarding entoptic vision, Fortin 
noted also that, under certain circumstances, the 
elements of the mosaic of the fovea increased or de- 
creased in extent. A decrease in the diameter of the 
field of projection caused their expansion. Instilla- 
tions into the conjunctiva caused changes in the 
macula. Myotics disturbed entoptic vision, and 
mydriatics increased its clearness. 

Fortin believes that the application of the theory 
of neurons to the histology of the eye is a serious 
mistake. He thinks that the fovea and the neuro- 
epithelial layer are exclusively optical structures 
and not neurogliar tissue. 

In some of his specimens stained with new stains, 
Fortin has seen fibers larger than the fibers of 
Fuchs, which passed through the posterior part of 
the sclera; these seemed to be of a muscular nature 
as they generally took the same stain as the ciliary 
muscle. Fortin urges other histologists to study 
these structures as the existence of muscle fibers or 
small muscles in the posterior part of the eyeball 
would explain many details of the histology and 
pathology of the eye. 

He is convinced that the fovea is not a smooth 
surface on which an image is produced but a true 
organ made up of various elements which change on 
accommodation of the eye. 

AupreEy G. Morcan, M.D. 


Calhoun, J. P.: Angioid Streaks of the Fundus 
Oculi. Am. J. Ophth., 1928, xi, 3 s. 91. 


Angioid streaks of the ocular fundus were first 
described in 1889 by Doyne. They appear at about 
middle life and usually occur in both eyes. Vision 
varies. The streaks are at a deeper level than the 
retinal vessels and do not communicate with the 
latter. In advanced cases the lines are arranged 
somewhat circularly around the disk and from the 


circle so formed other anastomosing lines radiate. 
These lines rarely run beyond the equator. They 
are at first brick red, but later change to brown and 
in some cases to gray or lead color and still later to 
white. Frequently there are other fundus changes 
such as pigment dots in the deeper retinal layers, 
mottling of the choroid, areas of choroidal atrophy, 
large white plaques, and deep retinal hemorrhages. 

It is generally believed that the streaks originate 
from hemorrhages in the outer layers of the retina 
or choroid. There is some difference of opinion as 
to whether they lie within the layers of the retina 
or the choroid. According to Collins, they are the 
result of the deposition of insoluble crystals formed 
by the breaking up of the hemoglobin which are 
deposited along the branches of the short posterior 
ciliary arteries in the perivascular lymph spaces. 
Collins explains further that the subchoroidal hem- 
orrhage results in atrophy of the choroid. 

The author reports a very typical case, that of a 
man thirty-five years of age whose family history 
strongly suggested a vascular disturbance. 

Lyman A. Copps, M.D. 


Griscom, J. M.: Angioid Streaks of the Retina. 
Am. J. Ophth., 1928, xi, 3 s. 95. 


Griscom reports a case of angioid streaks of the 
retina occurring in a colored man sixty-eight years 
of age. There was no visible evidence of retinal 
hemorrhages or previous retinal or choroidal dis- 
ease. The condition was bilateral. Vision was 20/40 
in each eye. A peculiar slate-colored pigmentation 
of the skin of the forehead was explained by Corson, 
the dermatologist consulted, as a pigment prolifera- 
tion due to neurotrophic influences. The Wasser- 
mann test was negative. 

Angioid streaks of the retina are usually attrib- 
uted to hemorrhage, but in the case reported this 
cause appeared to be ruled out. Griscom suggests 
that the pigment disturbance may be due to pro- 
liferation of epithelial pigment caused by a neuro- 
trophic change affecting certain branches of the 
fifth nerve, including the ciliary nerves. 

Lyman A. Copps, M.D. 


EAR 


McCready, J. H.: Mastoiditis in Infants. Aélanlic 
J., 1928, xxxi, 296. 

In the cases of infants with an unexplained gastro- 
intestinal syndrome, a thorough examination of the 
ears should be made. The drum may be thick and 
grayish and show no bulging and no light reflex; or 
it may be thin and lustreless and without bulging or 
light reflex; or it may of a normal appearance with 
a light reflex and some degree of bulging in the 
extreme superior-posterior part. Any of these pic- 
tures demands an immediate myringotomy. If the 
symptoms then persist, opening of the mastoid is 
necessary. The author believes that, in addition to 
the ordinary technique, the tegmen and zygomatic 
cells should be opened. He performs the operation 
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under ether or ethylene anesthesia, and reports that 
in 114 cases there were no anesthesia deaths. 
GeorcE R. McAutirr, M.D. 


NECK 


Troell, A.: The Azocarmine-Mallory Staining of 
Goiters (Ueber Azocarmin-Mallory Faerbung von 
Strumen). Arch. f. klin. Chir., 1927, cxlvi, 754. 


This article is a continuation of the author’s 
previous reports on the azocarmine-Mallory staining 
in which he called attention to the difference in the 
follicle content of the Basedow goiter as compared 
with the colloid of the simple goiter. His material, 
including that previously reported, consisted of 161 
cases. The tissue was first fixed in susa. In the 
diffuse goiters the color of the follicle content of the 
thyroid was found to vary quite consistently with 
the clinical toxicity of the condition. The author 
summarizes his findings and conclusions as follows: 

Clinically toxic goiters—Basedow goiters—usually 
showed a blue staining, and clinically non-toxic 
goiters, a red staining, of the follicle contents. 
Variations from this tendency were no greater than 
possible small variations in the parallelism between 
the clinical toxicity and the specific morphology of 
the goiter. 

Nodular goiters did not show this characteristic 
staining to the same degree, but blue follicles pre- 
dominated much more frequently in the toxic than 
the non-toxic cases, and red follicles predominated 
more frequently in the non-toxic than the toxic 
cases. This difference in staining cannot be due to 
the consistency of the follicle contents alone as web- 
like contents, which usually stain red, often also 
stain blue. A chemical basis for the difference must 
be considered. Not only this difference, but also 
the findings of determinations of the hydrogen-ion 
concentration of fluid squeezed from goiters and 
our present knowledge of the clinical aspects, 
histology, and physical chemistry of goiter suggest 
a difference in the functional value of the follicle 
content of different thyroids and in different parts 
of the same thyroid which may lead to a better 
understanding of the clinical aspects of goiter and 
the effect of the usual methods of treatment. 

Giass (Z). 


Rienhoff, W. F., Jr., and Lewis, D.: The Relation 
of Hyperthyroidism to Benign Tumors of the 
Thyroid Gland. Arch. Surg., 1928, xvi, 79. 

Thomas, H. M., Jr.: Nodular Goiter with Hyper- 
thyroidism. Arch. Surg., 1928, xvi, 117. 


RIENHOFF and Lewis studied 109 consecutive 
cases of nodular goiter and hyperthyroidism, re- 
viewed gto cases of hyperthyroidism, and studied 7 
patients from whom sections of the thyroid gland 
were removed before, during, and after the adminis- 
tration of iodine. 

Before the administration of iodine, marked hyper- 
trophy and hyperplasia were apparent in all cases. 
The glands could be divided into two groups. In one 


group the acini were normal in number but increased 
in size and showed papillomatous infoldings, and in 
the other group they were small and more numerous 
but without infoldings. These types were frequently 
mixed in the same gland, one type predominating. 

The remission induced by iodine was characterized 
by a change in the size and structure of the cells, a 
decrease in the lymphocytic infiltration, and in- 
creased amounts of fibrous tissue. In this stage, 
certain areas did not fully participate in the re- 
gression, forming small areas of active parenchyma, 
whereas other areas went far beyond the average 
degree, forming the so-called involutional bodies. 

The involutional bodies fall into three groups. 
Those of the first group show a formation of large 
epithelium-lined cysts containing colloid; those of 
the second group, an encapsulated area of dilated 
colloid-containing acini; and those of the third group, 
actual disintegration of the parenchyma. Through 
pressure on the surrounding lobules and an increase 
in the stroma, these involutional bodies suggest the 
appearance of fetal and cystic adenomata. 

This type of involution occurred more frequently 
in glands with hyperplasia of the small acini type. 
The large type with papillomatous infoldings gave 
rise to areas of hyperinvolution made up largely of 
cysts and encapsulated areas of dilated colloid-con- 
taining acini. 

The clinical improvement paralleled the extent of 
the involution. Cases in which there were spontane- 
ous remissions and exacerbations showed nodules 
which were identical with the involutionary bodies 
except that they were larger. During an exacerba- 
tion, the epithelium underwent papillomatous in- 
folding in the cystic and dilated acini. In the areas 
of hyperinvolution during an exacerbation, the periph- 
eral acini were hypertrophied and hyperplastic. 
During a remission, these acini became more widely 
separated through further central disintegration of 
the body. These areas of hyperinvolution can be 
clinically detected as tumors, but do not represent 
true neoplasms. 

Of 109 severe cases of nodular goiter, 8 were cases 
of true benign adenomata differing totally from the 
involuntary bodies described, though the remainder 
of the gland showed hyperplasia and hypertrophy. 
In 38 cases the nodular bodies corresponded to in- 
volutional bodies, the rest of the parenchyma being 
hyperplastic. In the remaining 63 cases, the palpable 
nodules represented areas of hypertrophy and hyper- 
plasia, the remainder of the gland being normal. 
These areas were encapsulated, the thickness of the 
capsule usually corresponding to the duration of the 
disease. In older patients these areas showed, be- 
sides the characteristics of hypertrophy and hyper- 
plasia, those of. retrogression and involution. If these 
areas were shelled out or removed, the hyperthyroid- 
ism disappeared clinically. 

The authors conclude that hyperthyroidism is in- 
variably associated with hypertrophy and hyper- 
plasia of the thyroid parenchyma, either in its total- 
ity or in circumscribed areas. Nodules in these 
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glands are due in the majority of cases to areas of 
regression which become encapsulated and enlarged 
as the disease process progresses. In a small per- 
centage of cases the nodules represent areas of hyper- 
trophy and hyperplasia in an otherwise normal thy- 
roid, and in only a small minority of cases true be- 
nign adenomata. There is no proof that benign 
adenomata give rise to hyperthyroidism. 

THoMAS analyzes thirty-two cases of nodular 
goiter associated with hyperthyroidism but without 
the typical picture of exophthalmic goiter. He 
divides these cases into two groups, those of patients 
below, and those of patients above, forty-five years 
of age. Eleven of the thirteen younger patients 
showed typical hyperplasia and hypertrophy of the 
thyroid gland. One patient showed a small amount 
of hypertrophy and hyperplasia and presented clini- 
cally a doubtful picture of hyperthyroidism. Another 
patient showed a typical fetal adenoma, involution of 
the gland without hypertrophy and hyperplasia, and 
localized areas of hypertrophy and hyperplasia. 

In the nineteen patients more than forty-five 
years of age there was much less evidence of 
glandular hyperactivity, but on careful search, hyper- 
trophy and hyperplasia were found in sections in 
every instance. Eleven of these patients suffered 
from heart disease. Of the ten patients who received 
iodine, three showed marked improvement, three 
showed slight improvement, two received no benefit, 
and two died. 

The average hemoglobin content of the blood of 
the older patients was 66 per cent, and that of the 
younger patients, 74 per cent. These estimates, 
however, included two patients with severe second- 
ary anemia. The author is of the opinion that the 
extra load placed on the circulation by the hyper- 
thyroidism favors not only decompensation, but 
also a rise in the basal metabolism. He believes it 
probable that there is a close parallelism between the 
amount of hypertrophy and hyperplasia of the thy- 
roid gland and the severity of the symptoms of thyro- 
toxicosis. F. S. Mopern, M.D. 


Haines, S. F.: Certain Difficulties in the Diagnosis 
of Exophthalmic Goiter. J. Jowa State M. Soc., 
1928, xviii, 53. 

Exophthalmic goiter is theoretically defined as a 
disease associated with stimulation of the thyroid of 
unknown origin which results in the production and 
delivery to the tissues of abnormal thyroid secre- 
tion and, in practically all cases, increased normal 
thyroid secretion. The symptoms of the disease 
include those dependent upon an increase in the 
basal metabolism and certain characteristic phe- 
nomena which are presumably dependent upon the 
abnormal secretion. These are exophthalmos, stare, 
the characteristic psychic status, useless purposeful 
movements, and the tendency toward the develop- 
ment of a gastro-intestinal crisis with vomiting and 
diarrhoea. Frequently the fingernails and toenails 
are partly and irregularly separated from the nail 
bed. 





The symptoms of hyperfunctioning adenomatous 
goiter are dependent upon an excessive quantity of 
normal thyroxin in the tissues. 

Determination of the effect of iodine administra- 
tion is of value in the differentiation of the two 
diseases and in the establishment of the presence of 
exophthalmic goiter. After the administration of 
iodine in sufficient doses the progress of exophthal- 
mos is stopped, the useless purposeful movements, 
the psychic status, the stare, and the vomiting of 
the crisis are controlled, and in most cases a drop 
occurs in the basal metabolic rate. The effect of 
iodine administration upon the basal metabolic rate 
is of value only when several consecutive tests are 
made to determine whether the test is truly “‘basal.”’ 

Difficulties in the differential diagnosis are fre- 
quently met in neuroses, essential hypertension, 
and Parkinson’s syndrome. 

In the cases of patients who are seriously ill, any 
combination of severe gastro-intestinal and cardio- 
vascular disturbances should suggest the possibility 
of hyperthyroidism. Hyperthyroidism should be 
considered also in cases of diabetes not responding to 
insulin as anticipated, and in cases in which the 
reaction after operations other than those on the 
thyroid gland is out of proportion to expectations. 


Walton, A. J.: The Treatment of Exophthalmic 
Goiter. Brit. M.J., 1928, i, 83. 


In exophthalmic goiter, operation should always 
be preceded by medical care. In the author’s cases 
the patient is admitted to the hospital for rest and 
careful control of the diet for at least a week before 
the operation. Whether the patient is told or not 
that an operation is to be done depends upon the 
individual case, but one of his near relatives is in- 
formed. During the week before the operation, a 
careful study of the gastro-intestinal, cardiac, 
nervous, and general condition is made. In some 
cases the basal metabolism is determined, but this 
is not a routine procedure as it sometimes causes 
marked nervous disturbances. A light diet is given. 
Stimulants are avoided. Large quantities of fluids 
are administered, and one-half hour before the time 
at which the operation is to be performed ultimately, 
a pint of saline solution is given daily by rectum. 

Lugol’s solution is given in 3-minim doses three 
times a day. Larger doses and the administration 
of the smaller doses for a period longer than fourteen 
days increase the symptoms. Different types of 
goiter require different forms of iodine. In the treat- 
ment of colloid goiter, simple compounds, such as 
iodide of iron, are used. Rapidly increasing or recur- 
ring adenoparenchymatous goiter requires thyroid 
extract. Exophthalmic goiter is benefited only by 
Lugol’s solution; iodides have no effect upon it, and 
thyroid extract increases the hyperthyroidism. 
Lugol’s solution is beneficial, but does not effect a 
cure. 

When the cardiac condition is very poor, a cardi- 
ologist is consulted. As a rule the administration of 
digitalis or quinidine will control the heart condi- 
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tion. In the cases of nervous patients, sedative 
drugs are occasionally indicated for the relief of 
insomnia. 

X-ray treatment does not obviate the necessity 
for operation, but in cancer it is of great benefit. 
It does not increase the difficulty of operation. 

The selection of the time for operation is of great 
importance. It is rarely necessary to operate during 
the first six months of the disease as during this 
period medical treatment is usually beneficial. In 
severe acute cases, however, an operation is done 
if the improvement under treatment with Lugol’s 
solution is slight. As heat has an unfavorable effect 
on patients suffering from goiter, operation is not 
performed during the hot summer months. 

Three clinical types of toxic goiter are recog- 
nized: 

1. The condition that occurs as the end-result of 
colloid goiter. Patients with this type of goiter 
react well to treatment; operation is not associated 
with much risk. 

2. Goiter associated with hyperthyroidism from 
the beginning. Patients with this condition show 
marked improvement under preliminary medical 
treatment and make a good recovery following 
operation. 

3. Goiter appearing at about the menopause. 
Patients with this condition are extremely nervous, 
stand operation less well than others, and con- 
valesce slowly after operation. Their condition can 
be much improved by pre-operative treatment. 

In the induction of anesthesia, chloroform should 
never be used as it is almost a specific poison. In 
the author’s cases the induction is begun by the 
rectal administration of 3 oz. each of ether and 
olive oil. This is given in the patient’s room at the 
time at which the saline solution has been given, 
three quarters of an hour before the time for the 
operation. In the operating room, the anesthesia 
is continued by the administration of a small amount 
of ether on an open mask or by the use of warmed 
ether vapor. 

Whenever possible, a considerable portion of the 
gland is resected. All of one lobe, the isthmus, and 
the lower quarter of the other lobe are removed and 
the vessels of the superior pole of the remaining lobe 
are ligated. In every case a drainage tube is inserted. 

After the operation, the ether and olive oil are 
washed out of the rectum. Sufficient morphine and 
atropine are used to control restlessness, and large 
quantities of water are given, at first by rectum and 
later by mouth. Lugol’s solution is of value to 
control postoperative hyperthyroidism. Quiet and 
coolness are important. 

The immediate mortality is 5 per cent and the 
late mortality under 2 per cent. In the author’s 
cases a complete cure was obtained in 55 per cent 
and sufficient relief for the patient to earn his living 
in 81 per cent. 

The postoperative course passes through the fol- 
lowing stages: (1) the stage of reaction, which 
lasts for three or four days; (2) the stage of primary 
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improvement, which is manifested within a fort- 
night of the operation, (3) the stage of primary re- 
lapse, which occurs as a rule when the patient 
returns home and lasts for from four to six weeks, 
and (4) the stage of apparent cure, which is reached 
after a few months. Marcus H. Hosart, M.D. 


Dunhill, T. P.: Anzsthesia in Thyroid Surgery. 
Proc. Roy. Soc. Med., Lond., 1928, xxi, 345. 


The induction of anesthesia for thyroid surgery 
may be rendered difficult by compression of the 
trachea in the neck; tracheal and bronchial irritation 
or chronic bronchitis associated with a toxic condi- 
tion causing heart failure; acute toxicity causing 
great mental unrest or extreme tachycardia or both; 
or associated conditions such as uncleanliness of the 
mouth or tonsillar infection. 

The following types of anesthesia have been em- 
ployed by the author: 

1. Ether: (a) open method; (b) closed method; 
(c) vaporized method; (d) endotracheal method; (e) 
rectal method. 

2. Nitrous oxide and oxygen: (a) alone; (b) com- 
bined with local anesthesia; (c) combined with 
ether. 

3. Chloroform. 

4. Local anesthesia, both local infiltration and 
regional. 

Chloroform anesthesia is dangerous, but its em- 
ployment gives a freedom from bleeding not to be 
obtained by any other method of general narcosis. 
Ether has rightly replaced chloroform in the great 
majority of cases. It may be given in a number of 
ways, either alone or in combination: (1) on an 
open mask; (2) by a closed method (Clover appara- 
tus); (3) vaporized and warmed after it is vaporized; 
(4) endotracheally; or (5) by rectum. All of these 
methods are safe and effective. Ether given by any 
method tends to increase bleeding, which is trouble- 
some. Dunhill prefers its administration by the 
endotracheal method, but has found the rectal 
method of value in some cases. 

Nitrous oxide with oxygen is a most valuable 
anesthetic. Local anesthesia gives a practically 
bloodless operative field and therefore saves much 
time during the operation. 

In cases with established auricular fibrillation, 
local anesthesia is best. Morris H. Kaun, M.D. 


Champion, A. N.: Acute Stenotic Laryngitis of 
Infectious Origin. Texas State J. M., 1928, xxiii, 
669. 


Acute stenosis of the larynx produces alarming 
symptoms. Its causes vary. The author reports 
two cases which simulated laryngeal diphtheria, but 
were due to an undetermined infection. 

The first was that of a boy twenty-two months 
old who, three nights previously, had had a sudden 
attack of coughing and respiratory distress with a 
temperature varying from 100 to 103 degrees F. 
The cough was of a “barking” character but not 
severe. The voice was husky. The dyspnoea was 











452 


so extreme that the child was unable to sleep at 
night. On the second night he received 10,000 units 
of diphtheria antitoxin. When he was seen by the 
author, the respiratory rate was very rapid and 
there was marked inspiratory dyspnoea with retrac- 
tion of the sternum and ribs, but no cyanosis. No 
membrane or exudate was visible in the fauces or 
pharynx. Examination of the chest was negative ex- 
cept for an inspiratory wheeze. X-ray examination 
of the chest did not show a foreign body. The 
thymus was not enlarged. Throat and laryngeal 
cultures were negative for bacillus diphtheriz, but 
positive for staphylococci, streptococci, and pneu- 
mococci. The arytenoid cartilages, aryepiglottic 
folds, ventricular bands, and subglottic mucosa 
were red and swollen and only a slit-like aperture 
remained for respiration. There was no membrane 
or exudate. Tracheotomy was performed and was 
followed by recovery. 

The second case was that of the twin brother of 
the first patient and had a very similar history and 
course. 

The cause of the condition in these cases is un- 
known, but was probably a streptococcus infection. 
To explain the marked changes in the larynx the 
author suggests that either the causative organism 
had a predilection for the larynx or the patients had 
a hereditary weakness to infection of the laryngeal 
tissues. 

In the diagnosis the condition must be differen- 
tiated from laryngeal diphtheria, the early stage of 
measles or scarlet fever, bronchopneumonia, in- 
fluenza, angioneurotic oedema, bulbar palsy, post- 
diphtheritic paralysis, and foreign body. 

In the cases reported, the final diagnosis rested 
chiefly upon the laryngoscopic findings. 

The indications for treatment are clear. There 
are no specific therapeutic measures. The immediate 
problem is to provide ample breathing space, and 
this is easily accomplished by tracheotomy. In- 
tubation is unsatisfactory because the tube trau- 
matizes the tissues and is difficult to introduce and 
keep in place and there is very great danger of 
aspiration pneumonia. Tracheotomy should be done 
early and should be planned for when the patient 
finds it necessary to bring the accessory muscles of 
respiration into play. R. V. B. Suter, M.D. 
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Arauz, S. L.: Contribution to the Study and 
Treatment of Laryngeal Papillomata in Chil- 
dren (Contribuci6n al estudio y tratamiento de los 
papilomas laringeos en los nifios). Rev. de especial- 
idades, 1927, ii, 579. 


Laryngeal papillomata are characterized by a 
connective tissue center and an outer zone of epi- 
thelium. They occur in early childhood and re- 
currence is very frequent after any method of treat- 
ment. Histologically they are benign, but clinically 
they are dangerous because of their interference 
with respiration. Their etiology is unknown. 

The chief symptoms are cough and dyspneea. The 
cough occurs only when the papilloma excites a 
reflex. There is no expectoration or pain. The au- 
thor advises the practitioner to send any child with 
aphonia to a laryngologist. The tumor can generally 
be diagnosed by direct laryngoscopy. Arauz uses 
the Killian tube as modified: by Pérez and makes 
the examination without anesthesia. 

The prognosis is good if proper treatment is given 
in the first period of dysphonia. If treatment is 
not given until later and tracheotomy is necessary 
because of persistence of the dyspnoea after removal 
of the tumor, the prognosis is doubtful. 

Local and general medical treatments have 
usually proved unsuccessful. It is not true that 
tracheotomy causes a decrease in the size of the 
tumor in putting the larynx at rest. The tumor per- 
sists and even increases in size after this operation, 
and the tracheotomy tube must be worn perma- 
nently. Tracheotomy should be done only as an 
emergency measure to relieve dyspneea. 

Laryngofissure involves even more danger than 
tracheotomy and does not prevent recurrence. 
Raoul has reported a case in which this operation 
was done seventeen times. The author performed 
laryngofissure in three cases with poor results. 

Some excellent results from the use of radium have 
been reported, but the author has given this method 
up because he found it ineffective and associated 
with the danger of serious complications. The best 
treatment, he believes, is direct laryngoscopy with 
removal of the tumor. If necessary, this operation 
may be repeated. In some of the author’s cases 
there has been no recurrence for four or five years. 

Auprey G. Morcan, M.D. 
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SURGERY OF THE 


BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Magnant, J. S.: Traumatic Cerebral Hernia (La 
hernie cérébrale post-traumatique). Rev. de chir., 
Par., 1927, xlvi, 576. 

From experimental work on dogs, the author con- 
cludes that the development of a traumatic cerebral 
hernia depends upon a lesion of the dura mater sub- 
jacent to the defect in the skull, attrition of the 
cerebral tissue, and infection. Secondary factors 
are cicatricial organization of the traumatized area, 
blood stasis with oedema, and macroscopic or miliary 
cerebral abscesses near the region of the cranial 
defect. 

After the trauma there is a vascular oedema which 
later becomes inflammatory. The development of 
the cedema is accompanied by an influx of erythro- 
cytes, leucocytes, round cells, and undifferentiated 
cells. These cells play two réles. By reason of their 
considerable number and by their struggle against 
the infection, they cause a growth of the cerebral 
substance from below upward. The clot shows an 
influx of very numerous macrophage cells, rapid 
organization of a tissue of budding granulations, and 
development toward the formation of a cicatricial 
connective tissue. The sclerotic tissue arranges 
itself. obliquely, converging toward the top, with 
blood stasis and cedema, and forming a veritable 
constricting ring around the cerebral zone. Through 
this ring the hernia pushes and its size is increased 
by progressively increasing venous stasis. 

Cerebral hernia is most dangerous when it occurs 
in the motor zone. An abscess below or near the 
cerebral prolapse increases the size of the hernia and 
may necessitate further operations. 

Prophylactic treatment and several curative treat- 
ments are described. The author recommends the 
Leriche operation. In the first stage of this pro- 
cedure, cutaneous flaps are folded back around the 
hernia. In the second stage, the bony orifice is en- 
larged by trephination until healthy tissue is 
reached and the pedicle and lesions of the dura 
mater are exposed. In the third stage, tampons of 
gauze are placed around the hernia. At the end of 
fifteen days the hernia begins to diminish in size, 
and within a month it disappears. 

If the cranial defect is the size of a 5-franc piece 
and situated in the frontal or parietal region, cranio- 
plasty should be done. If the defect is the size of the 
palm of the hand, the patient should wear an exter- 
nal plaque held in place by bands. When the defect 
is relatively large, a metallic plaque or dead human 
bone should be employed for its closure. When it 
is of moderate size, preference should be given 
to an autoplastic surgical procedure with the use 
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of a pedicled flap or an osteoperiosteal or carti- 
laginous graft. 

Four of Leriche’s cases and one case treated by 
Chavannaz are reported in detail. Anna L. Pace. 


Balado, M., Morea, R., and Donovan, C.: Roent- 
genography of the Third Ventricle (La radio- 
graffa del tercer ventriculo). Arch. argent. de 
neurol., 1927, i, 237. 

The authors studied the size and relations of the 
third ventricle in a patient who had died a few hours 
previously of tuberculous peritonitis. They report 
their findings in detail. 

For the direct injection of air into the ventricle 
for ventriculography, they place the subject with his 
shoulders at the edge of a table and his head hanging 
over the edge and resting on a cushion. The roent- 
genograms are made with the use of a Coolidge 
radiator tube, 30 ma. of current, a 414-in. spark gap, 
a distance of 28 in. from the tube to the plate, and 
an exposure of two seconds. For a lateral roentgeno- 
gram, the incident ray is made to fall at the upper 
border of the ear, the head being maintained in the 
horizontal position. When an anteroposterior roent- 
genogram is made, the ray falls at the level of the 
glabella, the head being held in a sagittal axis with 
the chin flexed on the thorax. In order to prevent 
distortion of the picture, great care must be exer- 
cised to keep the head in position. The authors are 
now working on an arrangement by which the pic- 
tures may be taken with the tube beneath, and the 
film above, the skull. This will give pictures that 
are clearer and nearer the normal in size. 

Auprey G. Morcan, M.D. 


Brain, W. R.: The Use of Hypertonic Solutions in 
the Treatment of Increased Intracranial Pres- 
sure. Brit. M.J., 1928, ii, 86. 


The author gives a brief but quite comprehen- 
sive review of the use of hypertonic solutions to 
lower intracranial pressure, the conditions under 
which these solutions should be employed, and the 
best method of administering them in each type of 
case. Eric OLpBERG, M.D. 


Pancoast, H. K.: Experience in the Treatment of 
Brain Tumors by Irradiation During the Past 
Thirteen Years. Am. J. Roentgenol., 1928, xix, 1. 


This article is based upon forty-eight tumors of 
the cerebellum. Twenty were classified pathologi- 
cally. Of these, ten were infiltrating gliomata, five 
were cystic gliomata, one was a neurofibroma, and 
four were endotheliomata. Twenty-five of the forty- 
eight patients are living. Five of those who are still 
alive were treated more than five years ago. Twelve 
patients are known to be dead. 
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Intracranial tumors are especially adapted to ra- 
diation therapy. They grow slowly and rarely 
metastasize. Their partial removal does not cause 
the untoward results that follow the partial removal 
of tumors elsewhere in the body. A large propor- 
tion of brain tumors are made up of cells which 
are more susceptible to radiation than normal cells, 
and the normal tissue surrounding such tumors is 
fairly resistant to radiation. 

In addition to the usual dangers attending radia- 
tion elsewhere in the body, radiation of the brain 
may be attended with special danger if radium 
needles are employed. Experimental work has shown 
that the destruction of comparatively small areas 
of normal brain tissue may be followed by death. 

The best results of radiation can be obtained only 
by close codperation between the radiologist, neuro- 
surgeon, and neuropathologist. Accurate localiza- 
tion of the tumor is very desirable. The amount 
of benefit that results from the decompression by 
the surgeon is problematical, but is doubtless as 
great as that produced by the radiation. Attempts 
should be made by the neuropathologist to deter- 
mine the radiosensitivity of the different types of 
tumors. 

In conclusion the author states that it is no more 
justifiable to speak of cures of brain tumors than of 
cures of malignant growths elsewhere in the body. 

Cuartes H. Heacock, M.D. 


Puente, J. J., Orlando, R., and Dowling, E.: Mor- 
van’s Syndrome; Unilateral Pachymeningitis 
and Arachnoiditis; Intraspinal Lipiodol (Sin- 
drome de Morvan; unilateral paquimeningitis arac- 
noiditis; lipiodol endorraquideo). Rev. Soc. de 
med. interna y Soc. de tisiol., 1927, ili, 370. 


The case reported was that of a girl nineteen years 
of age who showed signs of hereditary syphilis in- 
cluding a moderately positive Wassermann reac- 
tion, ogival palate, Gaucher’s diastema, Carabelli’s 
tubercle, and asymmetry of the face. The right 
side of the face was much more developed than the 
left side. The patient showed also Horner’s syn- 
drome with lack of pigmentation of the iris, enoph- 
thalmos, a narrow palpebral fissure, and hypoten- 
sion of the eyeball. In the right hand there were 
very marked trophic disturbances; the fingers were 
large and club-shaped, the nails were fissured and 
broken, and in the fingers and thumb there was a 
syringomyelic dissociation of sensation. On the 
right forearm there was a round zone of anesthesia 
for piin and heat, and extending up the forearm 
from the root of the thumb to the elbow there was a 
band of tactile hypesthesia. 

The authors believe that Morvan’s disease is a 
clinical syndrome caused usually by syringomyelia 
but occasionally by leprosy. 

In the case reported, lipiodol injected into the 
vertebral canal was partially arrested at the level of 
the third cervical vertebra. 

Under local anesthesia, total laminectomy of the 
third, fourth, and fifth cervical vertebre and 





partial laminectomy of the sixth cervical vertebra 
was done. No pulsation could be seen. The dura 
was greatly thickened, and there was an adhesive 
arachnoiditis with small cystic collections of fluid. 
These changes were most marked on the right side. 
The meninges were opened and the posterior roots 
which were compressed in the process were liberated. 
The spinal cord, which was normal in color, was not 
touched. 

Recovery was uneventful, and the patient was 
gratified by the greater strength and mobility of her 
right arm. Auprey G. Morcan, M.D. 


SPINAL CORD AND ITS COVERINGS 


Elsberg, C. A.: Extradural Spinal Tumors—Pri- 
mary, Secondary, Metastatic. Surg., Gynec. & 
Obst., 1928, xlvi, 1. 


Elsberg states that it is of value to group spinal 
cord tumors into extradural and intradural growths, 
and to divide the intradural growths into the extra- 
medullary and the intramedullary. 

Improvement in the technique for the operative 
removal of extramedullary tumors—in which the 
dura is first incised without injury to the arachnoid 
—has shown that some of these tumors lie entirely 
outside and others inside of the arachnoid. 

The author enumerates the various structures 
from which spinal cord tumors may arise and to 
which they may be attached and discusses the 
nomenclature proposed by various pathologists. 
He believes it probable that tumors called ‘‘endo- 
theliomata,”’ ‘‘meningiomata,” and ‘‘arachnoid 
fibroblastomata” are derived from cells which were 
normally destined to form part of the arachnoid but 
remained with the cell groups finally differentiated 
into the cells of the dura mater. In the author’s 
opinion, the terminology used by Penfield— 
“meningeal fibroblastoma,” ‘‘perineurial fibro- 
blastoma,” and “neurofibroma of von Reckling- 
hausen”’ is the best proposed. The differentiation 
of the von Recklinghausen tumors from the solitary 
perineurial fibroblastomata is an important ad- 
vance in the histological classification of encap- 
sulated tumors of the nervous system. The term 
“‘meningeal fibroblastoma” is a good one because, 
grossly, tumors of this type may be attached to any 
of the three membranes. 

Of 179 tumors operated upon in Elsberg’s clinic, 
exclusive of intramedullary and metastatic extra- 
dural growths, 46 (26 per cent) were extradural and 
133 (74 per cent) intradural. The meningeal and 
perineurial fibroblastomata constituted 82 per cent 
of the tumors inside of the dural sac, but only 17 
per cent of the tumors outside of that membrane. 
Sarcomata and chondromata constituted 61 per 
cent of the extradural tumors, but only 6 per cent of 
the intradural extramedullary growths. 

The growth of the intradural meningeal and peri- 
neurial fibroblastomata is slow and in most cases 
the signs of interference with cord function advance 
slowly. Sarcomata, which are rarely intradural, 
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grow more rapidly and either cause pressure upon 
the dura early or more or less suddenly extend into 
the vertebral canal through the intervertebral 
foramina or by bone destruction. Not rarely, second- 
ary metastatic growths cause an acute softening of 
the spinal cord through interference with its blood 
supply. 

A short history suggests that the neoplasm is 
extradural. Radicular pain is less often an early 
symptom in cases of extradural expanding lesions 
because such growths do not often begin in the 
sheath of, or near, the nerve root. Not rarely, the 
interposition of the firm dura and of a “buffer” 
of spinal fluid causes the early cord disturbances to 
be vague. A flaccid paraplegia occurring within a 
few days of the onset of weakness of the limbs is 
noted almost exclusively in malignant extradural 
disease. 

Contralateral motor or sensory disturbances or a 
reverse Brown-Séquard syndrome are observed 
most frequently in cases of extradural tumors. 

Changes in the bone structures observable in the 
X-ray films occur in more than one-half of the cases 
of extradural tumors although bone destruction is 
not always demonstrable with the X-ray. Such 
changes are evidenced by widening of the canal, a 
localized defect in one or more vertebre, scoliosis at 
or above the lesion, the shadow of the tumor itself, 
or a sinking together of the bodies of several ver- 
tebre. In intradural growths, with the exception 
of the giant growths of the conus and cauda equina, 
bony changes are rarely noted in the roentgenogram. 

In most cases, manometric studies of the spinal 
fluid have shown a more or less marked spinal 
subarachnoid block. The exceptions were cases of 
vertebral chondroma derived from an intervertebral 
disk. The spinal fluid was often yellow and con- 
tained an excess of globulin or total protein, but the 
increase in protein was never so high as in intradural 
compression of the cord. 

In cases of extradural tumors and of intradural 
tumors which are attached to the dura, the with- 
drawal of spinal fluid is often followed by a distinct 
increase in the subjective and objective signs of 
cord disturbance. The lumbar puncture may there- 
fore clarify the picture and should be preceded and 
followed by a careful neurological examination. 

Compression of the spinal cord by tumors not 
derived from the cord, roots, or membranes is of fre- 
quent occurrence. Such growths must be grouped 
according to their location and origin. Many extra- 
dural spinal tumors begin in the bony framework of 
the spine or in the adjacent soft tissues. They may be 
primari'y within the vertebral canal or may invade 
the extradural space secondarily. The histological 
structure of these growths is subject to considerable 
variation. 

If the variations in the clinical course of extra- 
dural tumors are to be understood, the neoplasms 
must be grouped not only according to their his- 
tological structure but also according to their rela- 
tion to the vertebral canal. From the latter view- 
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point, extradural tumors may be divided into: (1) 
the primary extradural, (2) the secondary extra- 
dural, (3) the metastatic extradural. The author 
discusses these three groups in detail. Of particular 
interest in his series of cases were seven chondromata 
derived from intervertebral disks. Such tumors are 
small, hard growths from 1 to 1% cm. in length which 
arise from, and are firmly fixed to, the anterior wall 
of the vertebral canal. They have been found only 
in the cervical region and compress the dura on its 
ventral aspect. No bone changes were visible in the 
X-ray picture, and in many cases there may be no 
subarachnoid block and no change in the spinal 
fluid. As a rule these growths must be approached 
by the transdural route. If the longitudinal extent 
of the neoplasm is so great that its limits cannot be 
exposed by the removal of three or four arches, it is 
probably irremovable. 
G1LBEerT C. ANDERSON, M.D. 


PERIPHERAL NERVES 


Towne, E. B.: The Prevention of Injury to the 
Musculospiral Nerve. California & West. Med., 
1928, xxviii, 73. 

The author calls attention to common errors in 
the technique of operations on the humerus which 
are associated with danger to the radial nerve. The 
most frequent error is improper placement of the 
incision. When the incision is made incorrectly, 
the unseen nerve may be divided, included in a 
suture, or crushed in a hemostat. In the open reduc- 
tion of humeral fractures the nerve is often left 
lying upon the ruptured periosteum so that it is 
included in the callus. 

For the surgical treatment of osteomyelitis, 
Towne advocates Henry’s incision, by which the 
entire shaft of the humerus can be laid bare without 
danger to the nerve. To prevent inclusion of the 
nerve in the callus following the open reduction of 
a fracture, he advocates the interposition of live 
muscle between the bone and the nerve. 

Eric OLDBERG, M.D. 


SYMPATHETIC NERVES 


Simeoni, V.: Periarterial Sympathectomy in 
Freezing (La simpaticectomia periarteriosa nei 
congelamenti). Ann. ital. di chir., 1927, vi, 1076. 

The author reports experiments on animals in 
which periarterial sympathectomy was performed 
after frost-bite, the operation being done on the 
same side as the lesion in some cases and on the 
opposite side in others. 

In cases of serious lesions, the ulcerations were 
sometimes affected favorably by the operation, but 
the benefit was only temporary. When the lesion 
was less serious, and particularly when it appeared 
late and was not very deep, sympathectomy some- 
times aided repair. However, it did not retard the 
development of lesions due to freezing. When it was 
performed on the normal side, it did not have any 
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effect on the destructive process on the other side. 
It was beneficial only when it was performed on 
the same side as the lesion and the lesion was not 
very serious. The author is unable to say whether it 
had any effect on the rapidity of elimination of the 
necrotic zone. Aubrey G. Morcan, M.D. 


MISCELLANEOUS 


Reynolds, F. E., and Slater, J. K.: A Study of the 
Structure and Function of the Interstitial 
Tissue of the Central Nervous System. Edin- 
burgh, M. J., 1928, xxxv, 49. 

The authors review briefly the embryology and 
histogenesis of the nervous elements of the nerve 
cell. They regard it as probable that the interstitial 
tissues are an important factor in the process of 
nutrition of the nerve cell. From the primitive cells 
come the ependymal and germinal cells. The 
germinal cells proceed to an indifferent stage, and 
from this stage there may develop: (1) neuroblasts, 
from which come the neurocytes or nerve cells, or 
(2) spongioblasts, from which come neuroglia. The 
dorsal root ganglia and sympathetic ganglia, in- 
cluding the medullary portion of the suprarenal 
body, come from the neural crest. 

The history of methods of staining and impregna- 
tion is outlined, and the second and third compo- 
nents according to Cajal are described in detail. 

In the astrocytes, at least one fibrous process in 
the form of a small pyramidal expansion or foot- 
plate is implanted upon the wall of a blood vessel. 
In no case has a fiber been traced from one astrocyte 
to another. It is pointed out that the vascular tissue 
is definitely separated from the central nervous 
structure by the superficial limiting membrane. One 
undoubted function of the astrocyte is the support 
of the nervous parenchyma. The presence of the 
vascular footplates is of significance with regard to 
the nourishment of the cell—it appears that the 
footplates give a greater absorbing or secreting 
surface and subserve the function of nutritive ex- 
change between the astrocytes and perivascular 
spaces. The nutrient exchange of the nervous 
parenchymal cell may take place through the as- 
trocyte. 

Oligodendroglial cells are smaller than astrocytes 
and have fewer processes; they are very abundant, 
constituting the majority of the interstitial cells of 
the central nervous system. They are very plentiful 
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in young animals and in the period of maximal 
myelinization, and may be concerned in the secre- 
tion of myelin. 

Microglial cells are small and possess neither 
fibers nor vascular footplates. They are scattered 
throughout the central nervous system, but are most 
plentiful in the gray matter. Up to the time of 
birth, they are few, but during the first few weeks 
of postnatal life their number increases very rapidly. 
Tt is believed that they are the chief elements con- 
cerned in the phagocytosis of particles of cerebral 
tissue after destructive processes such as occur in 
cerebral softening and in the removal of such débris 
to the perivascular lymph spaces. They are probably 
of mesodermal origin. Girpert C. ANDERSON, M.D. 


Ramirez Corria: Vital Staining of Del Rio Hortega’s 
Microglia and Its Application in the Diagnosis 
of Focal Processes and Tumors of the Central 
Nervous System (La coloracién vital de la micro- 
glia de del Rio Hortega y su aplicacién al diagnés- 
tico de los procesos en foco y tumores de los centros). 
Ann. Fac. de med. y farmacia, 1927, i, 136. 


Under normal conditions, Del Rio Hortega’s 
microglia does not take vital stains, but when its 
phagocytic and ameeboid activity is stimulated by 
inflammation, it takes them intensely. The cells 
derived from the endothelium and the perivascular 
tunics also share in this reaction, and they, as well 
as the microglia, contribute toward the formation 
of the granular adipose bodies which are found in 
inflammatory processes of the brain and spinal cord. 
The stroma of tumors of the central nervous system 
and perifocal and focal processes of all kinds take 
the stain intensely in their connective tissue, this 
making it possible to determine their extent, even 
through the meninges. The types of cells found are 
shown in illustrations. 

The stain may be given intramuscularly, intrave- 
nously, intraperitoneally, or intraspinously. 

Studies made with various opaque substances in 
an effort to demonstrate the microglia roentgeno- 
logically have so far failed as no substance has been 
discovered which is opaque to the X-rays and is 
taken up electively by the reticulo-endothelial cells 
(the microglia and vessel walls) of the brain and 
spinal cord. 

Vital staining opens up the possibility of determin- 
ing the origin of the neuroglia. 

Aubrey G. Morecan, M.D. 
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SURGERY OF THE CHEST 


TRACHEA, LUNGS, AND PLEURA 


Lee, W. E., and Tucker, G.: Postoperative Pulmo- 
nary Atelectasis. Aélantic M.J., 1928, xxxi, 284. 


The authors believe that a great many postopera- 
tive pulmonary complications which are called pneu- 
monia are in reality atelectasis. They distinguish 
three types of atelectasis—the massive, the lobar, 
and the lobular. 

The etiology of atelectasis is unknown, but it is 
generally agreed that immobilization of the dia- 
phragm and bronchial obstruction are important 
factors. Plugging of a bronchus causes absorption 
of the trapped air by the circulating alveolar blood 
which results in collapse of the portion of lung 
corresponding to that bronchus. 

The authors base their conclusions on autopsy 
findings and the observation that the removal of 
obstructing secretions from a bronchus by aspiration 
frequently causes the rapid expansion of an atelec- 
tatic area of lung. In experiments on a dog which 
had been subjected to an operation on the upper 
part of the abdomen under ether anesthesia they 
were able to cause immediate postoperative massive 
atelectasis by injecting into the right main bronchus 
the secretion aspirated from the bronchus of a hu- 
man being suffering from the condition. In the dog, 
the atelectasis involved the entire right lung. 

The onset of atelectasis is sudden, with a sensa- 
tion of pain or tightness in the chest; dyspnoea or 
tachypnoea; a sudden increase in the temperature, 
pulse rate, and respiration; cough with or without 
expectoration; profuse sweating; cyanosis; displace- 
ment of the heart toward the affected side; and 
asymmetry of the chest, the affected side being 
relatively contracted and the sound side expanded. 

Dullness is found directly over the collapsed lung, 
but the thoracic space unoccupied by the collapsed 
lung is hyperresonant and may be tympanitic. In 
some cases, vocal fremitus and breath sounds are 
diminished over the collapsed lung. In others, these 
signs are increased and the breath sounds are tubu- 
lar or amphoric in character and bronchophony and 
pectoriloquy are also extremely well marked. It is 
suggested that the difference in signs is dependent 
upon the patency of the bronchi, the greater the 
patency the greater being the increase in the breath 
sounds. In general, the type of atelectasis in which 
the bronchi are not patent represents the earlier 
stage of the condition. 

X-ray examination is of importance to confirm the 
diagnosis. The heart, trachea, and bronchi will be 
found displaced toward the affected side. In cases 
of massive atelectasis, the thoracic spine is curved 
laterally with its concavity toward the affected side 
and the diaphragm on this side is elevated. The 


lungs on the affected side show a localized or general 
increase in density, while on the sound side there 
is a very marked decrease in density due to com- 
pensatory emphysema. 

The treatment suggested for the massive types of 
atelectasis is bronchoscopy under cocaine local anes- 
thesia combined with a hypodermic injection of 
morphine. General anesthesia is contra-indicated. 
By means of bronchoscopy, the bronchus or bronchi 
plugged with secretion can be located and the secre- 
tion removed by aspiration. As a rule, this pro- 
cedure must be repeated as the atelectasis recurs, 
presumably because of the impossibility of aspirating 
the secretion from all of the smaller bronchi. When 
the cough becomes productive, aspiration is no 
longer necessary. 

The prognosis is usually very good. This is true 
even in the massive type, provided the condition is 
unilateral. Frep W. Sottey, M.D. 


Rist, E., and Soulas, A.: The Technique of Bron- 
chiography with Iodized Oil: A Case of Un- 
recognized Bronchiectasis (Remarques sur la 
technique de la bronchiographie lipiodolée 4 propos 
d’un cas de bronchiectasie méconnue). Bull. et 
mém. Soc. méd. d. hép. de Par., 1927, xliii, 1642. 


The case reported by the authors was that of a 
man twenty-three years of age who developed 
bilateral bronchopneumonia two days after an 
abdominal operation and since then had expec- 
torated about half a liter of purulent, foetid material 
a day. Artificial pneumothorax on the left side 
caused no improvement. Roentgenographic exam- 
inations made by several roentgenologists after the 
intrabronchial injection of iodized oil failed to re- 
veal dilatation of the bronchi, but the authors, 
looking for bronchiectases especially in the para- 
vertebral space and the retrocardiac triangle, 
noted ampullar postero-inferior bronchial ectases 
which, on the right side, resembled grapes and on 
the left side were more cylindrical. 

Rist and Soulas attribute their success in the 
examination to their technique, which is as follows: 

After cocainization of the larynx and trachea, a 
simple transglottic and tracheobronchial injection 
of stovain oil (5 to 10 per cent) is given. The 
intratracheal injection is administered very slowly 
with a 15-c.cm. syringe, first on the left side and 
then on the right side, one syringeful being used 
for each side. The patient is seated on a table and as 
soon as the injection is finished he is placed in lateral 
decubitus for three or four minutes. The head and 
thorax are held by the assistant beyond the edge of 
the table so that the hemithorax to be injected will 
not be compressed and there will be no interference 
with thoracic respiration. The injection, including 
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the penetration time, takes from six to eight 
minutes, After its completion, the patient is placed 
behind the screen so that an idea of the larger 
bronchial ramifications may be obtained. A quarter 
of an hour after the injection the lower portions may 
be seen and this is the best time to take the roent- 
genograms. Two roentgenograms are taken—one 
front view and one in the right or left anterior 
oblique position. The picture taken at an angle is 
generally the one most clearly showing the juxta- 
vertebral zones, especially the retrocardiac space, in 
which bronchiectasis occurs most frequently. 
SERGENT, in discussing this report, said that the 
patient should be asked to take deep inspirations 
during the injection so that the iodized oil will be 
aspirated into the most remote ramifications of the 
bronchi. He should be asked also not to cough. 
His efforts to prevent coughing may be aided by a 
previous injection of an anesthetizing solution. 
Sergent thinks the roentgenograms should be taken 
immediately after the injection because, following 
the deep inspirations he recommends, the image 
is then clearest and waiting increases the risk of 
coughing. As only a small quantity of iodized oil 
can be injected, one cannot be sure that the bron- 
chiectases which are made opaque are the only ones. 
Hence phrenicectomy or other surgical operation 
performed for bronchiectases of one side may be 
without result if there are large bronchiectases on 
the other side. ANNA L. Pace. 


Cutler, E. C.: The Etiology of Postoperative Abscess 
of the Lung. Ohio State M. J., 1928, xxiv, 109. 


The author believes that the etiological factors 
of postoperative abscess of the lung are to be found 
in the operative wound. 

Postoperative abscesses of the lung constitute one- 
third of all pulmonary abscesses. Statistics show 
that a high percentage of pulmonary abscesses fol- 
low tonsillectomy, but it must be remembered that 
tonsillectomy is one of the most frequently per- 
formed operations and constitutes one-half of all 
operations performed within a septic or potentially 
septic field. Pulmonary abscess follows tonsillec- 
tomy no more frequently than it follows other 
operations in an infected field. 

In an experiment on dogs performed by the author, 
infected vein-segment emboli were set free in the 
jugular vein. The majority of these reached the 
left lower lobe. This experiment showed that an 
infected embolus will usually produce an abscess 
in a lower lobe of the lungs. 

In another experiment on dogs, simple infected 
clots were freed in the jugular vein, but as the 
animals had no immunity to the new and virulent 
organism, these usually produced a diffuse pneumo- 
nitis. The animals were then vaccinated with the 


organism to be used. An abscess resulted when the 
immunity established was not sufficient to over- 
come the infection at once. 

As the experiments described did not exactly 
resemble the occurrence of abscess in man, the clot 
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being formed in vitro, an experiment was carried 
out in which an abscess was created about the jugu- 
lar vein and, after the elapse of a sufficient interval 
for the production of antibodies, the wound was 
entered and the vein temporarily ligated to produce 
stasis and then severely traumatized. In this man- 
ner there were created, in vivo, the conditions of 
stasis, injury, and infection, which are necessary for 
the production of thrombosis. When the stasis was 
relieved, the clot slipped off and in a few instances 
an abscess was formed. 

The author hopes to show by further experiments 
that embolism may be the cause of other post- 
operative pulmonary complications such as pleurisy, 
infarction, and a consolidation resembling pneu- 
monia. 

Although the experiments described seem to 
show that embolism from an operative wound can 
produce postoperative pulmonary abscess in man, 
they do not prove that all cases of postoperative 
abscess of the lung are of embolic origin. It is pos- 
sible that in certain cases the etiological factor is the 
aspiration of infected material. However, any form 
of postoperative pulmonary complications may 
oceur when the operation is performed under local 
anesthesia. Moreover, many pulmonary complica- 
tions develop much later after operation than would 
be the case if they were due to aspiration, and they 
often have the sudden onset which is characteristic 
of embolism. If aspiration were the only cause of 
postoperative abscess of the lung, such abscesses 
should not occur after clean operations. 

J. Epwin Kirkpatrick, M.D. 


CSOPHAGUS AND MEDIASTINUM 


Morse, J. L.: The Thymus Obsession. Boston M. 
& S. J., 1928, cxcvii, 1547. 

Morse states that it has recently become the 
tendency, not only of pediatrists, but also of 
physicians in general, to attribute to the thymus all 
of the disturbances of infancy and early childhood 
which they cannot ascribe to rickets. As the func- 
tion of the thymus is practically unknown, it is easy 
to assume that symptoms which cannot be accounted 
for in any other way are due to an increase or de- 
crease in the hypothetical secretion of this gland. 
Morse is of the opinion that physicians in general 
do not grasp the fact that there is a difference 
between the symptoms caused by an enlarged 
thymus through pressure on other structures in the 
anterior mediastinum, symptoms which may be 
due to a continuous or intermittent increase or de- 
crease in the hypothetical internal secretion of the 
thymus, and symptoms which may result from 
status lymphaticus, of which enlargement of the 
thymus is only one manifestation. There seems to 
be a general lack of knowledge also as to the normal 
size and growth of the thymus and the size of its 
“normal”’ roentgen shadew. 

Morse gives the average weight of the thymus at 
birth and at the ages of six weeks, six months, 
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puberty, and fifty years. The size of the thymic 
shadow in the roentgenogram varies according to the 
position of the subject, the technique used for the 
examination, and whether the roentgenogram was 
made during inspiration or expiration. The shadow 
is larger during inspiration than during expiration. 
Unless the patient is always in the same position and 
the technique is always the same and unless the 
roentgenograms are taken after full expiration, the 
findings of the X-ray examination are untrust- 
worthy. As ordinarily taken, roentgenograms reveal 
nothing as to the thickness of the thymus, and if the 
examination is repeated, it will show that the size of 
the shadow varies from hour to hour. It is there- 
fore impossible, even when a perfect roentgeno- 
graphic technique is employed, to lay down any 
arbitrary rules as to the “normal” size of the 
thymus in newborn infants or older children. 

The only apparent object of attempting to dimin- 
ish the size of a supposedly enlarged thymus seems 
to be to protect the infant against sudden death 
from status lymphaticus. The author discusses the 
possible fallacies in the commonly accepted views 
regarding status lymphaticus and the relation of 
this condition to enlargement of the thymus. It 
seems evident from the experience of surgeons and 
anesthetists with whom he has discussed the sub- 
ject, that death from status lymphaticus as a result 
of anesthetization and operation is most unusual. 
In Morse’s opinion, there is no justification for the 
assumption that shrinkage of the thymus by 
roentgen-ray irradiation will have any effect on 
status lymphaticus, and it is not reasonable nor 
justifiable to say that a roentgenogram should be 
taken of every child before anezsthetization or 
operation or that treatment with the roentgen ray 
should be given in every case before anesthetiza- 
tion or operation if the roentgenologist believes the 
thymic shadow to be enlarged. 

Emit C. RositsHex, M.D. 


MISCELLANEOUS 


Chapman, J. F.: The Value of the Lateral Exposure 
in the Roentgen Examination of the Chest. 
Radiology, 1928, x, 139. 

In all roentgen-ray examinations of the chest made 
in the Department of Radiology of the Stanford 
Medical School the patient is first examined with 
the fluoroscope. A single roentgenogram is then 
made in the anterior position and another in the 
direct lateral position. This procedure has been 
followed for several years and increasingly more 
reliance has been placed on the lateral exposure. 


Although lateral roentgenography leaves much to 
be desired as regards detail, it gives information 
relative to gross lesions that can be obtained in no 
other way. The lateral roentgenogram is analyzed 
in relation to the anatomical structures, particular 
attention being paid to the topography of the vari- 
ous fissures. 

According to the author’s studies, lateral expo- 
sures are of value chiefly in such conditions as 
abscess, interlobar collections of fluid, localized pleu- 
ral effusions, bronchiectasis, pneumonia, pleural ad- 
hesions, and foreign bodies. In lymphosarcoma, 
Hodgkin’s disease, and tuberculosis they proved to 
be of less importance than was expected. 

Chapman reports a number of cases in detail, 
with roentgenograms to show the value of X-ray 
examination in the lateral direction. 

Apo.trH Hartune, M.D. 


Boothby, W. M., and Haines, S. F.: Oxygen Ther- 
apy. J. Am. M. Ass., 1928, xc, 372. 

Patients were treated in oxygen chambers with 
increased tensions of oxygen. The therapeutic 
effect was best in cases of acute anoxemia evidenced 
by cyanosis such as occurs in pulmonary congestion 
and oedema, frank pneumonia, and laryngeal and 
tracheal obstruction. In this condition the use of 
oxygen was frequently a life-saving procedure, and 
in most cases it greatly increased the patient’s 
comfort 

Oxygen treatment is of value only in relieving the 
patient of the added load and danger of anoxemia, 
and must be continued until the cause of the 
anoxemia is relieved. There is no evidence that oxy- 
gen increases resistance to infection, but as it pre- 
vents the lowering of resistance its administration 
should be initiated at the very first sign of cyanosis. 

The study reported showed that a vicious circle 
can be started by a mild pulmonary or bronchial 
infection. Such infection leads first to pulmonary 
congestion and cedema which, interfering with the 
aeration of the blood, cause anoxemia and cyanosis. 
The patient then becomes more susceptible to the 
infection, and the consequent rapid development or 
extension of the pneumonic process completes the 
vicious circle by increasing the anoxemia. 

The authors noted also that a mild bronchia! or 
pulmonary infection accompanied by cyanosis 
causes a greater elevation of the temperature than 
infection of the same degree in which cyanosis is 
prevented by the administration of oxygen. The 
administration of oxygen frequently produces a 
crisis-like drop in the temperature, a decrease in the 
pulse rate, and marked clinical improvement. 
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ABDOMINAL WALL AND PERITONEUM 


Roques, F.: An Endometrial Tumor of the Um- 
bilicus. Proc. Roy. Soc. Med., Lond., 1928, xxi, 
538. 

Roques describes a dusky, rather vascular tumor 
which was removed from the umbilicus of a woman 
forty-nine years of age. The patient stated that 
during the menstrual periods the neoplasm increased 
in size, became slightly painful, and exuded blood 
from several sinuses. When it was excised, no con- 
nection with the peritoneum could be found. How- 
ever, on the posterior aspect of the tumor there was 
a tract with a white, glistening lining which ended 
blindly in the region of the attachment of the pedicle. 
The growth was not encapsulated. 

The diagnosis of endometrioma was confirmed by 
microscopic examination. On account of the pres- 
ence of the periumbilical peritoneal fossette, the 
specimen will support almost any of the theories 
that have been advanced as to the origin of endo- 
metriomata. GeorcE A. Cottett, M.D. 


Luginbuehl, M.: Operative or Conservative Man- 
agement of Tuberculosis of the Peritoneum 
(Operative oder konservative Behandlung der 
Bauchfelltuberkulose). Beitr. z. klin. Chir., 1927, 
cxl, 526. 


From the available literature on tuberculosis of 
the peritoneum and a review of sixty cases which 
were treated operatively and sixty cases which were 
treated conservatively at the Basel clinic in the 
period from 1916 to 1926, the author draws the fol- 
lowing conclusions: 

As Reitter has stated, definite and certain 
spontaneous cures occur in tuberculous peritonitis. 
The tendency toward spontaneous cure is of chief 
importance in the treatment, and we can do no 
more with our modern therapy than to favor it as 
was done in former times with simpler remedies. 
The surgical treatment consists in laparotomy fol- 
lowed by X-ray, quartz-lamp, or sunlight irradia- 
tion and iodine therapy (intraperitoneal, intra- 
muscular, or iodine-ointment therapy). The medical 
management consists chiefly in irradiation with the 
X-rays, quartz-lamp, and sunlight supplemented 
by soft soap treatment, punctures for the evacuation 
of ascitic fluid, and brine baths. 

In agreement with reports in the literature, the 
author found that in half of the cases of peritoneal 
tuberculosis seen in the Basel clinic recovery re- 
sulted no matter what the treatment. Among the 
cases cured by medical management there were four 
of polyserositis. This series of cases demonstrated 
also that the exudative form of the condition has 
a much more favorable prognosis than the fibro- 


adhesive form, and that in the latter, conservative 
management gives much better results than opera- 
tive treatment. 

The mortality figures for the type of therapy may 
lead to the erroneous impression that operative 
treatment is better than conservative treatment, 
the mortality in the cases treated surgically being 
I5 per cent and that in cases treated medically 
being 35 per cent. The basis for the error is to be 
found in the patient’s general condition on admission 
to the hospital. Most of the patients who were 
admitted for surgical treatment had been taken 
acutely ill very suddenly (the majority were referred 
with a diagnosis of acute appendicitis) whereas most 
of those who were admitted for medical treatment 
had been ill for a long time. It is especially empha- 
sized that no patient died from the tuberculosis of 
the peritoneum alone. Two deaths due directly to 
the peritonitis occurred, not as a result of weakness, 
inanition, or toxic effects, but as a result of intes- 
tinal perforation. 

Of the sixty patients treated medically and the 
sixty treated surgically at the Basel clinic, only 
seventy-six could be followed up. Of the latter, 
thirty-three were treated surgically and forty-three 
medically. In the medically treated cases, a cure 
was obtained in twenty-two (51 per cent) and im- 
provement in seven (16.5 per cent). In the cases 
treated surgically, a cure was obtained in sixteen 
(49 per cent) and improvement in twelve (36 per 
cent). The average time required to obtain a cure 
in both groups was six months. GrarF (Z). 


McWhorter, G. L.: Torsion of the Omentum with- 
out Hernia: Report of Two Cases. Arch. Surg., 
1928, xvi, 569. 

The various types of torsion of the omentum have 
been classified as follows: 

1. Torsion of the omentum unassociated with 
hernia, adhesions, or tumors. 

2. Torsion without hernia, but with old adhe- 
sions at one or more points. 

3. Torsion in a hernial sac or in the abdomen 
intimately associated with hernia. 

4. Torsion in the abdomen in conjunction with an 
existing or pre-existing hernia, but having no con- 
nection with the latter. 

5. Torsion without hernia associated with tumors 
of the omentum. 

6. Torsion without hernia associated with tumors 
in the abdomen or pregnancy or otherwise com- 
plicated. 

Only twenty-four cases of torsion of the omentum 
unassociated with hernia, adhesions, or tumors, have 
been reported. The author reports two cases of his 
own and draws the following conclusions: 
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Torsion of the omentum may occur in the absence 
of hernia or other pathological condition and without 
previous abdominal symptoms. 

There is almost always evidence of a pre-existing 
pedicle. This may be of congenital origin. 

Obesity of the omentum is present in the majority 
of cases and is probably often a predisposing factor 
in both the formation of the pedicle and the torsion. 

Hyperemia may be the usual exciting factor in 
torsion, but trauma or unusual physical exertion 
may also initiate it. 

Prophylactic resection of a pedunculated omen- 
tum and the liberation of adhesions are usually 
advisable. 

Early operative resection of the strangulated 
omentum should be performed. 

Joun J. Matoney, M.D. 


GASTRO-INTESTINAL TRACT 


Breitkopf, E.: Volvulus of the Stomach (Magen- 
volvulus). Beitr. z. klin. Chir., 1927, cxl, 297, 311. 

Breitkopf reports a case of idiopathic anterior 
volvulus of the stomach on its axis. The patient 
was a man forty years of age who had had period- 
ically recurring gastric disturbances for eleven 
years and suddenly, after a heavy midday meal, 
suffered a very severe attack of pain. The pain was 
not associated with vomiting. In the hope of 
alleviating it, the patient took, in the course of two 
and a half hours, three heaping teaspoonfuls of 
sodium bicarbonate. After the last dose there oc- 
curred a sudden, progressively increasing distention 
of the abdomen accompanied by severe abdominal 
pain. Four hours later the patient was admitted to 
the hospital with cyanosis of the extremities and 
face and drum-like tenseness, marked tympany, and 
great distention of the abdomen. As _ reliable 
organic findings could not be obtained, a tentative 
diagnosis of perforated ulcer of the stomach was 
made on the basis of the history. 

At operation, the anterior wall of the greatly 
distended stomach at first suggested a cyst. On 
puncture, a large quantity of gas was given off and 
the stomach became much smaller though it still 
contained a large amount of fluids and solids. An 
attempt to evacuate the gastric contents by means 
of the stomach tube was unsuccessful as the tube 
could not be passed through the cardia. Closer ex- 
amination then disclosed a rotation of the corpus 
and fundus of the stomach to about 70 degrees, the 
axis of the rotation being parallel with the long axis 
of the organ. The rotation had formed a fold which 
extended from the cardia, in the wall of the fundus, 
on a line parallel with the lesser curvature and 
exerted a valvular effect. The duodenal attach- 
ments were markedly relaxed (ptosis duodeni). In 
the upper part of the descending portion of the 
duodenum there was a serosal pannus, a whitish, 
vascularized opacity suggesting an underlying ulcer. 

When the stomach was partly emptied through 
a gastrostomy opening, the volvulus was un- 





SURGERY OF THE ABDOMEN 461 


twisted. The postoperative convalescence was 
stormy, but ultimately recovery resulted. 

This case was Characterized by extreme gastrop- 
tosis with marked weakness of the suspensory 
tissues of the duodenum and apparently a parapy- 
Joric ulcer. The author concludes that the cicatricial 
contraction of the healing ulcer produced stenosis of 
the pylorus with resulting gastrectasis which favored 
the occurrence of volvulus. The indirect factor re- 
sponsible for the volvulus was the heavy meal, and 
the direct factor, the sudden formation of large 
quantities of gas from the sodium bicarbonate. The 
rotation of the stomach amounted to only about 70 
degrees and was therefore slight as compared with 
that in other cases reported in the literature. The 
rotation in the upper part of the stomach (corpus 
and fundus) occurred anteriorly because the trans- 
verse colon prevented a posterior rotation. 

The explanation of the closure of the duodenal end 
of the stomach must be based on hypothesis as this 
portion of the organ was not exposed at operation. 
Roentgen examination suggested a stenotic condi- 
tion of the pylorus but this was not sufficiently pro- 
nounced to explain the complete closure. It is 
probable that the dilated stomach was forced down 
against the sloping internal surface of the iliac bone 
and that the pull of the gastrocolic ligament tilted 
it toward the vertebral column, thereby closing the 
pylorus by twisting it. Puut (Z). 


Choisy, R., and Babaiantz, L.: A Contribution to 
the Study of Volvulus of the Stomach (Con- 
tribution a l’étude du volvulus de l’estomac). 
Acta radiol., 1927, viii, 410. 

The authors describe the principal forms of volvu- 
lus of the stomach and emphasize the importance of 
the X-ray in the diagnosis of volvulus of the pyloric 
portion which is not clinically characteristic. They 
then report a case of volvulus of the stomach in 
which the diagnosis was made by roentgen examina- 
tion. This case was characterized by an abdominal 
syndrome with intermittent pain and vomiting, in- 
testinal stasis and pneumatosis, retention of urine, 
and amenorrhcea. Laparotomy revealed no organic 
changes in the stomach or its vicinity. 

Volvulus of the stomach not exceeding 180 
degrees may occur without causing any striking 
symptoms or functional disturbance. In the ab- 
sence of organic lesions of the stomach, gastric 
volvulus may be the result of intestinal pneumatosis. 
Its occurrence is favored also by the retention of 
urine and hypermotility of the stomach. 

Volvulus of the stomach which does not exceed 
180 degrees may become reduced spontaneously. 


Nickel, A. C., and Hufford, A. R.: Elective Locali- 
zation of Streptococci Isolated from Cases of 
Peptic Ulcer. Arch. Int. Med., 1928, xli, 210. 


A review of the literature reveals numerous ways 
by which ulcers of the stomach may be produced 
experimentally. Some investigators of these lesions 
believe that infection plays an important part in the 
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etiology of peptic ulcer and that a gastritis or duo- 
denitis precedes the ulceration. 

The authors, using Rosenow’s elective localization 
method, studied eighty consecutive cases of ulcer 
for foci of infection. The foci were in the teeth, ton- 
sils, and prostate. In seventy-nine of the eighty 
cases there was a focus of infection which harbored 
green-producing streptococci capable of producing 
lesions of the stomach or duodenum when injected 
intravenously into rabbits. 

In a series of eleven other cases in which the ulcer 
was resected, ten of the resected ulcers were found 
to contain the green-producing streptococcus that 
produced lesions of the stomach or duodenum in 
rabbits and in all of the eleven cases there was a 
focus of infection harboring strains of streptococci 
with a similar localizing power. The majority of the 
patients whose foci were not eradicated did not im- 
prove or remain symptom-free as did those whose 
visible foci were eliminated. 

In conclusion, the authors state that the use of an 
autogenous vaccine is sometimes of therapeutic value. 


Kinsella, V. J.: The Mechanism of Pain Produc- 
tion in Abdominal Visceral Disease, with Spe- 
cial Reference to the Pains of Peptic Ulcer. 
Med. J. Australia, 1928, i, 64. 

Kinsella summarizes this article as follows: 

1. The viscera are insensitive to many stimuli, 
in spite of the opinions of Kast and Meltzer. 

2. This insensibility has an interesting biological 
significance. 

3. Sir James Mackenzie made an important step 
forward in the interpretation of pain by describing 
its reflex effects, but he erred in denying all sensi- 
bility to the viscera, and he failed to describe the 
adequate stimulus which initiates the impulses in 
the reflex paths. 

4. Lennander’s work is most important in em- 
phasizing the sensibility of the parietal peritoneum, 
but Lennander’s theories fail when applied to purely 
splanchnic pains. 

5. Hurst distinguished the referred and the truly 
visceral elements in splanchnic pain. He pointed 
out that the viscera may be sensitive if the adequate 
stimulus is employed, although they may be insensi- 
tive to other forms of interference. He considered 
distention to be the adequate stimulus, but failed 
to take into account the facts that extreme disten- 
tion may cause no pain, and that visceral pain may 
occur in the absence of distention. I believe that 
the reaction of a hollow viscus to experimental or 
pathological distention depends upon its physiologi- 
cal habits. The stomach and the renal pelvis illus- 
trate this principle from opposite standpoints. 

6. The characteristics of pain in peptic ulcer are 
described, special stress being laid upon its usually 
steady nature. It is noted that hemorrhage in- 
fluences the pain. 

7. Current theories (Mackenzie’s, Lennander’s, 
Hurst’s, Ryle’s, and Carlson’s) do not adequately 
explain the characteristics of ulcer pains. 
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8. Somatic pain may, of course, arise from me- 
chanical interference. By dragging on the parietal 
peritoneum, prolapse of the viscera may cause pain 
which is really somatic. 

9. The pain in all organic diseases of the splanch- 
nopleure can be brought under a common mechanism 
with somatic pain. Compression of nerve fibers has 
been shown clinically and experimentally to be the 
essential common factor. 

10. Compression is of two great varieties: (1) 
that due to vascular and cellular congestion in the 
tissues, and (2) that due to powerful muscular 
contractions. 

11. Pains depending upon different mechanisms 
have definite and characteristic attributes, following 
naturally from the mode of pain production. This 
is a most important principle. Apart from pain due 
to mechanical interference with somatic tissues, the 
congestive and the peristaltic are the two great 
varieties of pain. 

12. The steady nature of peptic ulcer pains sug- 
gests a steady cause, namely, congestion. Further 
scrutiny of this conception provides for the pecu- 
liarities of ulcer pains, a satisfactory explanation 
hitherto impossible. Pain is therefore produced in 
a chronic ulcer of the stomach in the same way as 
in a chronic ulcer anywhere else, as, for example, 
in the leg. 

13. Congestion requires a certain amount of rigid- 
ity in the tissues in order that compression may be 
brought to a stage adequate for pain production. 
Congestion in rigid tissue is present in every case of 
chronic peptic ulcer. The essentials for pain pro- 
duction according to previous notions could be 
demonstrated in but a few of the patients. 

14. The alkalies have been investigated radio- 
graphically and kymographically in the healthy and 
the diseased subject. They have no effect on gastric 
peristalsis. Sodium bicarbonate causes a relaxation 
of the pyloroduodenal musculature. 

15. The pseudo-ulcer pains in appendix and gall- 
bladder disease depend upon lymphangitis and 
lymphadenitis in the pyloroduodenal region. 


Naumann, H.: The Inflammatory and Toxic 
Factors in the Pathology of Gastroduodenal 
Ulcer, with Particular Reference to the Theory 
of Protein Decomposition (Das entzuendliche 
und toxische Moment in der Pathologie des Magen- 
Zwoelffingerdarm-Geschwuers, mit besonderer Be- 
ruecksichtigung der Eiweisszerfallstheorie). Arch, 
f. klin. Chir., 1927, cxlvii, 66. 

Following a review of the literature on the infec- 
tious and inflammatory genesis of gastroduodenal 
ulcer and an exhaustive consideration of Pfeiffer’s 
theories as to the nature of intoxication by the 
products of protein decomposition, the author 
attempts to throw some light on the problem of the 
réle played by inflammation or the associated pro- 
tein decomposition in the production of ulcer. 

He states that every loss of substance in the 
gastro-intestinal tract as well as every erosion is to 
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be regarded as infected. Infection, whatever the 
infecting organism, produces a local inflammation 
of the wall of the stomach. Certain clinical observa- 
tions indicate that the inflammatory phenomena are 
not to be considered solely as secondary processes; 
in some instances, an ulcer may result from them. 

Besides bacterial toxins, toxins introduced from 
without and toxins formed within the body may 
lead to gastritis. Among the causes of auto-intox- 
ication the author regards protein-decomposition 
products and histamin as of particular importance. 
In fact, he believes that intoxication due to the 
products of protein decomposition is the basis of all 
theories of ulcer formation. That the products of 
protein decomposition may be excreted from the 
stomach and duodenum seems to be established by 
various pathological processes such as parenteral 
dyspepsia in children following infections and 
ulcers resulting from burns, uremic poisoning, etc. 

Besides the local production of protein decom- 
position products in the inflammatory foci, a part 
is played also by inundation of the organism by the 
products of intermediary metabolism as a result of 
abnormal resorption (epilepsy). The author suggests 
that many gastroduodenal ulcers may be due to 
such chronic gastro-intestinal auto-intoxication of 
the organism. In support of this theory he cites the 
constipation so frequently associated with ulcer 
which is regarded as the primary trouble and the 
difference in the frequency of ulcer with different 
types of diet. 

The intoxication caused by protein decomposition 
products is of such a character that it fits in with 
all theories regarding the genesis of ulcer. The 
author sees in the protein-body theory the first be- 
ginnings of a therapy which perhaps may seriously 
threaten the status of surgical treatment. Such a 
stimulative therapy is to be seen in the tissue break- 
down incident to the peritonitis following the per- 
foration of an ulcer, which is responsible for the 
permanent healing of a large number of ulcers. 

In experiments carried out on dogs an attempt was 
made to produce similar conditions by the preperi- 
toneal injection of from 20 to 30 c.cm. of physiolog- 
ical salt solution containing 1 or 2 c.cm. of oil of 
turpentine. These injections caused a considerable 
thickening of the peritoneum and a moderate 
amount of peritoneal exudate. It was found that 
experimentally produced ulcers healed rapidly 
when such injections were given. Experiments on 
dogs undertaken to substantiate Stuber’s findings 
yielded negative results. In experiments on rabbits, 
in which subdiaphragmatic section of the vagus was 
done and Payr’s injections of formalin were given, 
an ulcer was usually produced. Puut (Z). 


Nystrom, G.: Peptic Ulcer After Extensive Resec- 
tion of the Stomach (Ulcus pepticum nach ausge- 
dehnter Magenresektion). Zentralbl. f. Chir., 1927, 
liv, 2265. 

Even extensive resection of the stomach is not 

a certain protection against peptic ulcer of the 


jejunum and may not always result in a decrease in 
the secretion of hydrochloric acid and pepsin. The 
author reports a case from the Upsala clinic in 
which, five months and thirteen months after a 
Billroth IL operation for ulcer of the duodenum, it 
was necessary to operate for jejunal ulcer. Even 
after the third operation a temporary anacidity was 
followed by a hydrochloric acid value of 24 and a 
total acidity value of 56. 

Up to the present time there have been reported 
in the literature sixty-two cases of peptic ulcer 
following resection of the stomach. More data must 
be collected with regard to the chemistry of the 
stomach after resection and especially in peptic 
ulcer of the jejunum following resection since our 
theories concerning this question require proof. 
Wanke reported from the Kiel clinic seventy cases 
treated by a Billroth II resection without a recur- 
rence or the development of a jejunal ulcer. In 
more than 300 cases in which a Billroth I resection 
was performed from two to fifteen years ago there 
were two recurrences—an ulcer tumor in the 
anastomosis and a callous ulcer in the duodenum. 
In both of the cases with recurrence the resection 
had not been extensive enough and the acidity was 
high. However, the recurrent ulcer and the jejunal 
ulcer were not the only evidences of failure in the 
ulcer treatment; not all of the lesions in the other 
cases were healed. 

Operation can bring about a cure only when it is 
performed on the basis of the proper indications. 
Resection of the pylorus and antrum is indicated for 
chronic callous, penetrating ulcers and for cases of 
ulcer of the jejunum in which gastro-enterostomy 
has failed, but should not be done for simple ulcer 
or ulcer sickness without ulcer. It is indicated also 
for cases of chronic callous ulcer in which a spon- 
taneous cure seems no longer possible. It does not 
matter much whether the method used is the Bill- 
roth I or II procedure. 

Bruett examined the ulcer material of the Eppen- 
dorf clinic to see whether it was true, as was former- 
ly believed, that jejunal ulcer occurs just as fre- 
quently after the Billroth II operation as after 
gastro-enterostomy. Among 500 ulcer operations 
performed in the last six years there were 400 resec- 
tions by the Billroth II method (Reichel-Pélya) and 
12 by the Billroth I method. In the same period, 15 
cases of jejunal ulcer were operated upon, nearly 
all of them according to the Billroth II method. In 
14 cases a gastro-enterostomy had been performed 
previously. A Billroth II operation had been done 
previously in only 1 case and in this instance was 
performed for a jejunal ulcer which developed after 
a gastro-enterostomy. It was noteworthy that in 
spite of the absence of free hydrochloric acid in 
fractional specimens, several new peptic ulcers of 
the jejunum had formed. 

It therefore appears that, as indicated also in a 
case reported by Haberer, free hydrochloric acid is 
not absolutely necessary for the formation of 
jejunal ulcer. In the 12 cases in which the Billroth 
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I operation was done there were 2 recurrences, one 
at the suture line and the other in the duodenum 
away from the suture line. Therefore the good 
results obtained at other clinics with the Billroth I 
operation were not confirmed . This was evidenced 
also by 2 recent recurrences of ulcer in cases in 
which a Billroth I operation was performed at 
another clinic. Tromp (Z). 


Seco, A. C.: 
(Ulceras yejunales y gastroyejunales). 
clin., Madrid, 1927, xv, 363, 410. 


Jejunal and Gastrojejunal Ulcers 
Prog. de la 


The author has treated forty-three cases of post- 
operative jejunal ulcer and reports twenty-one of 
them in detail with illustrations. He believes that 
high gastric acidity is one of the causes predisposing 
to jejunal ulcer, but is never more than a predispos- 
ing cause. He is of the opinion that in cases of ulcer 
there is always an ulcer diathesis. He has frequently 
noted vagotonia in cases of ulcer, but does not regard 
it as very important. He doesnot believe that 
the kind of suture used is of as much importance 
as had been claimed by some surgeons since second- 
ary ulcers have developed after the use of catgut 
as well as after the use of silk sutures. Nor does he 
believe that the type of gastro-enterostomy makes 
much difference. Secondary ulcer occurs with about 
equal frequency after anterior and posterior gastro- 
enterostomy. 

He finds that the average time between the gastro- 
enterostomy and the development of the jejunal 
ulcer is three or four months. Jejunal ulcer should 
be suspected whenever a patient returns after a 
gastro-enterostomy complaining of recurrence of 
his former symptoms. One of the chief symptoms of 
jejunal ulcer is pain, particularly pain on pressure 
to the left of the site of the original ulcer. Spon- 
taneous pain develops later. Two other symptoms 
of importance are persistence or recurrence of the 
gastric acidity and vomiting. 

The best prophylactic treatment is suppression of 
the secretory function of the antrum of the pylorus 
as completely as possible at the original operation. 
In cases of gastric or duodenal ulcer, gastrectomy 
should be performed instead of gastro-enterostomy 
if possible. In 800 cases in which the author per- 
formed a resection there was not a single instance of 
jejunal ulcer. Gastrectomy is indicated also for the 
secondary ulcer. The details of the operation are 
shown in illustrations. It is important to remember 
that gastro-enterostomy does not immediately 
effect a cure but merely favors the healing of the 
lesion and should therefore be followed by careful 
regulation of the diet and measures to reduce the 
gastric acidity. AupreEy G. Morean, M.D. 


Lahey, F. H., and Jordan, S. M.: Gastrojejunal 
Ulcers and Gastrojejunocolic Fistula. Ann. 
Surg., 1928, Ixxxvii, 231. 

The authors state that the majority of the ulcers 
developing after gastro-enterostomy are gastro- 
jejunal ulcers and not recurrences of the original 
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lesion. Gastrojejunal ulcers are more common than 
was formerly assumed. Because of their frequent 
and serious complications, their early discovery is of 
great importance. When medical treatment fails 
to give relief and lower the acidity, prompt and com- 
plete eradication of the lesion is indicated. 

Car- R. SternkeE, M.D. 


Hardisty, R. H. M.: On the Treatment of Gastric 
Ulcer. Canadian M. Ass. J., 1928, xviii, 140. 


In cases of gastric ulcer, the patient’s habits and 
social status and the chronicity of the lesion have an 
important influence on the results of treatment. 
The records of cases of undoubted gastric ulcer 
treated at the Royal Victoria Hospital, Montreal, 
during the last five years show that the majority of 
these cases were either cured or benefited by medical 
treatment. However, medical treatment can be 
only symptomatic as we do not know the cause of 
gastric ulcer. 

Most surgeons and some internists agree that 
certain chronic ulcers and those with complications 
must be treated surgically. In a series of 500 medically 
treated cases of gastric and duodenal ulcer which 
were reported by Eggleston, relief over a period of 
six years resulted in 70 per cent. In other series of 
cases treated medically, a cure was obtained in 
from 40 to 58 per cent; in the remainder the condi- 
tion was improved or aggravated. The mortality of 
medical treatment ranges from 5 to 6 per cent. 

Statistics of groups of cases treated surgically 
show that a cure may be expected in from 80 to go 
per cent of cases of duodenal ulcer and in from 50 to 
80 per cent of cases of gastric ulcer. The mortality 
ranges from 2 to 5 per cent, depending upon the 
surgeon. Postoperative jejunal ulcer occurs in 1 or 
2 per cent of the cases, these being usually chronic 
cases and those which have resisted medical man- 
agement. 

The proper treatment of gastric and duodenal 
ulcer is handicapped by difficulty in the early di- 
agnosis of the lesion and, according to many author- 
ities, by a constitutional condition of which the 
ulcer is but a local manifestation. There is still a 
difference of opinion as to whether gastric ulcer 
becomes malignant. 

The author believes that acute ulcers require 
medical treatment and ulcers with complications 
require surgical treatment. In the others, either 
method may be used and the choice is often deter- 
mined by the patient’s social or financial condition. 

Wit1aM J. Pickett, M.D. 


Taylor, F. B.: The Ambulatory Treatment of Pep- 
tic Ulcer. California & West. Med., 1928, xxviii, 48. 


The author stresses the fact that many peptic 
ulcers can be cured by ambulatory treatment. 

In taking the history of a case of peptic ulcer he 
inquires regarding the patients’ habits of eating, 
the character of his food, the use of tobacco, his 
exercise, and what he terms the “psychic load.” In 
the physical examination he makes a search for foci 
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of infection in the teeth and tonsils. He tries to 
control the psychic load by urging the patient to 
manage his business, domestic, and social affairs in 
such a way that he will not be incited to overdraw 
physically, mentally, or financially. 

The most important factor in the relief of ulcer 
pain is the frequent feeding of meals containing fat. 
Experimental evicence has shown that fat-containing 
meals depress the muscular activity of the stomach. 
By anticipating the pain and feeding at the oppor- 
tune time, it is usually possible to keep the patient 
free from pain. The author gives alkali only during 
the first few days. He prefers to give it in the form 
of calcium carbonate as all of this salt that is not 
attacked by the acid passes through the bowel with- 
out change so that excessive absorption is avoided. 

While Taylor believes that there is some advan- 
tage in hospital treatment, he has found that when 
a patient is released from the hospital he has a ten- 
dency to work harder to make up for lost time, 
thereby favoring a recurrence of the ulceration. If 
the patient will accept the program laid out for him 
and follow it for many months after he has become 
symptom free, he will live in comfort and surgery 
may often be forestalled. 

In conclusion, the author emphasizes that even 
when a patient treated for ulcer remains free from 
symptoms for months or years, we cannot know 
that he is cured. Therefore the regulation of his 
life and habits must be continued indefinitely. If op- 
eration becomes necessary, it should be accepted as 
one phase of the treatment. 

RoscoE R, GraHAM, M.D. 


MacLean, H., Jones, I., and Fildes, G.: The Cure 
of Gastric and Duodenal Ulcers by Intensive 
Alkaline Treatment. Lancet, 1928, ccxiv, 14. 

The authors state that the normal concentration 
of hydrochloric acid found by the usual test meal is 
deceptive as the acid continues to be secreted after 
digestion has been completed and the meal has left 
the stomach. As hypersecretion in the absence of 
food in the stomach tends to prevent the healing of 
gastric and duodenal ulcers, the authors advocate 
intensive alkaline therapy for such lesions. They 
give a mixture consisting of one part of sodium 
bicarbonate, two parts of magnesium carbonate, and 
two parts of bismuth oxycarbonate. The magnesium 
may be decreased in cases with diarrhoea, and the 
bismuth decreased in cases with constipation. In 
order that the powder will have the maximum effect, 
the patient is kept on a liquid diet, preferably of 
milk, for at least a week. A teaspoonful of the pow- 
der is given every two hours during the day and a 
double dose at night just before the patient retires. 
The duration of the treatment is approximately 
twelve weeks. 

In the authors’ opinion, the action of the alkalies 
is essentially that of neutralization and alkalosis does 
not result. The effects of the treatment are harmful 
only in patients with advanced pathological condi- 
tions of the kidneys. 


SURGERY OF THE ABDOMEN 





465 


Cases in which the treatment described was fol- 
lowed by complete subsidence of the symptoms and 
disappearance of the signs of ulcer in the roentgen 
picture are reported. Ropverick V. Grace, M.D. 


Pamperl, R., and Schwarz, F.: Experiences in the 
Surgical Treatment of Gastric and Duodenal 
Ulcer (Erfahrungen mit der operativen Behandlung 
des Magen- und Duodenalgeschwueres). Beitr. 2. 
klin. Chir., 1927, cxl, 259, 311. 


The authors report a follow-up study made of 637 
cases of gastric and duodenal ulcer treated surgically 
in the period from 1912 to 1923 to determine whether 
and when palliative or radical operations should be 
attempted. Cases of “embarrassment gastro-enter- 
ostomy” (an escape from an embarrassing or per- 
plexing situation) have not been included in the re- 
port because the presence of an ulcer was not proved. 

Among the absolute indications for operation were 
included stenosis, penetration, and perforation and 
certain cases of hemorrhage. Operation was done 
also for special social reasons, but many of the 
patients had already been subjected to several 
courses of medical treatment. In the presence of 
occult hemorrhages, operation is indicated by pain, 
vomiting, and emaciation even when the positive 
roentgenographic findings are not pronounced. 

First among the operations in the cases reviewed 
was gastro-enterostomy. This was usually combined 
with exclusion of the pylorus, as a rule according to 
the technique of Wilms, but also according to the 
technique of von Eiselsberg. Postoperative ham- 
orrhages from the suture were twice as frequent as 
those from the ulcer and are therefore to be at- 
tributed mainly to the technique. Two cases of 
“‘surgically incurable ulcer” are reported in detail. 

In a series of 398 cases, 399 gastro-enterostomies 
were done. The patients were between the second 
and eighth decades of life. Three hundred and four 
of them were males. Two hundred and twenty- 
eight of the ulcers were in the stomach. Of these, 139 
were in the pylorus, 40 were prepyloric, and 49 were 
at a distance from the pylorus. One hundred and 
seventy ulcers were in the duodenum. 

In 214 cases the operation consisted of gastro- 
enterostomy alone and in 183 of gastro-enterostomy 
with exclusion of the pylorus (the Wilms procedure 
in 181 and the von Eiselsberg procedure in 2). Exclu- 
sion of the pylorus was done in 124 cases of duodenal 
ulcer and 61 cases of vestibular ulcer. A peptic ulcer 
of the jejunum developed in only 2 instances. 

In 244 of the cases treated by gastro-enterostomy 
there were no complications. In the 154 others, 
hemorrhage occurred in 8, penetration in 48, per- 
foration in 43, and stenosis in 67. In 3 cases a 
second operation was necessary because of post- 
operative intestinal disturbances. 

In recording the results of gastro-enterostomy, 
the author gives first the percentages including the 
cases of patients who could not be traced (157 or 
27 per cent of the total number) and then the cor- 
responding percentage calculated without the latter. 
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Of the 203 patients treated by gastro-enteros- 
tomy, 51 per cent (71.5 per cent) are fully able to 
follow their occupations. One hundred and seventy 
of the ulcers for which this operation was performed 
were located in the duodenum; 139, in the pylorus; 
40, in the prepyloric region; and 49, at a distance 
from the pylorus. In Group 1, a cure was obtained 
in 102 (60 per cent; 83.6 per cent); in Group 2, in 
60 (43 per cent; 60 per cent); in Group 3, in 20 (50 
per cent; 64.5 per cent); and in Group 4, in 21 (43 
per cent; 65.6 per cent). 

In the cases of gastric ulcer in which exclusion 
was done the number of cures was 10 per cent higher 
than in those without pyloric exclusion; in the cases 
of duodenal ulcer the incidence of cure was 20 per 
cent higher when exclusion was done. 

The mortality immediately associated with the 
operation was 12 per cent in the cases of gastric 
ulcer and 7 per cent in the cases of duodenal ulcer. 
In both groups of cases together it was ro per cent. 
The mortality of gastro-enterostomy with exclusion 
was 5 per cent and that of gastro-enterostomy with- 
out exclusion 14.8 per cent (complications). 

Among the 240 resections there were 14 simple 
excisions of the ulcer, 93 transverse resections, 37 
Billroth I operations, 17 Billroth II operations, and 
79 Reichel operations. In the first group a cure re- 
sulted in 35 per cent (71 per cent) and the mortality 
was 7.1 per cent. In the second group a cure was ob- 
tained in 69 per cent (82 per cent) and the mortality 
was 8.6 per cent. Transverse resections therefore 
gave very good results and were not associated with 
much danger of recurrence of the ulcer. In the 93 
cases of transverse resection there were 39 cases 
with complications (penetration into the pancreas, 
liver, and anterior abdominal wall in 37). If the 
stumps of the stomach can be united to each other 
without tension, transverse resection is to be con- 
sidered the method of choice for ulcers at a distance 
from the pylorus, i.e., callous and penetrating ulcers 
of the lesser curvat™re. 

Of 37 patients treated by the Billroth I operation, 
22 (59 per cent; 91.6 per cent) were fully able to 
follow their occupations. The mortality in this 
group was only 2.7 per cent. 

Of the patients subjected to the Billroth II opera- 
tion, 47 (73) per cent were fully able to follow their 
occupations. In this group the mortality was 5.8 
per cent. 

Of the patients subjected to the Reichel pro- 
cedure, 67 (71) per cent were able to follow their 
occupations and 16 per cent died. 

The mortality after resections averaged 10 per cent 
and was therefore equivalent to that after gastro- 
enterostomy. The results of gastro-enterostomy are 
rendered less favorable by the cases in which a cure 
results only after months of internal therapy. The 
unfavorable effect of a lack of postoperative medical 
treatment is more apparent in cases treated by 
gastro-enterostomy than in those treated by 
resection. 

The authors conclude that if resection is not asso- 
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ciated with too great risk, it is the method of choice 
for gastric ulcer. In the treatment of pyloric ulcer, 
certain prepyloric ulcers, and duodenal ulcer, both 
gastro-enterostomy and resection have a place. Of 
the many methods of resection, the procedure best 
adapted to the individual case should be chosen. In 
difficult cases, resection is not essential as gastro- 
enterostomy cures a large number of ulcers that are 
not curable by medical therapy. Puut (Z). 


Woolsey, J. H.: The Trend o* Gastric Surgery. 
California & West. Med., 1928, xxviii, 38. 

The author reviews the evolution of the indica- 
tions for operation in cases of gastric lesions and 
the physiological processes involved in the produc- 
tion of symptoms. He calls attention to the fact 
that the acid secretion occurs chiefly in the fundus 
of the stomach and to a less extent in the cardia. Ivy 
found no acid or acid-producing cells (parietal cells) 
in the pyloric canal or antrum. 

The objects of the gastric surgery performed 
today are to maintain the natural course of the food 
through the digestive tract, neutralize the gastric 
juice, place gastric ulcers at rest by proper emptying 
or drainage of the stomach, and substitute a healing 
tissue or remove an area especially prone to ulceration. 

In the preparation of the patient for operation, 
the general condition should be improved as much 
as possible, evident foci of infection cleared up, and 
measures taken to correct dehydration and gastric 
stasis. 

Woolsey prefers to suture with catgut instead of 
silk in all cases, even those of malignant lesions, as 
he is of the opinion that non-absorbable sutures are 
a cause of marginal ulcer. He emphasizes the im- 
portance of ligating all blood vessels on the anterior 
border of the anastomosis to prevent postoperative 
hemorrhage. He forms a stoma that will easily 
admit two fingers. He does not approve of entero- 
enterostomy of the loops below a gastrojejunostomy. 

Attention is called to the delay of gastric emptying 
which follows most of the operations of pyloroplasty 
with the exception of the Finney procedure In 
gastric resection, the author uses the Balfour- 
Pélya technique. He performs a gastro-enterostomy 
only in selected cases. He has noted that the Bill- 
roth I operation is apt to be followed by recurrence 
of the ulcer. Gastroduodenostomy as described by 
Kocher he believes is worthy of consideration in 
certain cases. 

With regard to the technique in duodenal ulcer, 
Woolsey states that ulcers situated on the anterior 
wall immediately at, or not more than 1 cm. from, 
the pylorus may be treated by pyloroplasty, but 
those farther away should be treated by gastrojeju- 
nostomy. 

In cases of hemorrhage, a direct attack on the 
ulcer is necessary. In gastric ulcer, direct treatment 
by excision or cauterization alone will not give relief 
and is apt to be followed by recurrence. The same 
is true of gastro-enterostomy alone, but the two pro- 
cedures combined give good subjective and objec- 
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tive results. Woolsey does not favor sleeve resec- 
tion. The ideal operation, he believes, is partial 
gastrectomy. 

In Woolsey’s experience, gastrojejunal ulcer has 
occurred in from 2 to 3 per cent of cases. The ab- 
sence of such lesions in the cases treated at the 
University of California Clinic during the last five 
years is attributed to the use of an atraumatic tech- 
nique and absorbable sutures, and the careful 
adaptation of the operative treatment to the re- 
quirements of the particular lesion. Woolsey treats 
gastrojejunal ulcer by partial gastrectomy. 

Roscoe R. Granam, M.D, 


Hartmann, H.: The Late Results of Gastro- 
Enterostomy in Cases of Ulcer of the Lesser 
Curvature of the Stomach (Résultats éloignés 
de la gastroentérostomie dans |’ulcére de la petite 
courbure de l’estomac). Bull. et mém. Soc. nat de 
chir., 1927, liii, 1097. 

At the Surgical Congress of 1920, Duval and 
Delageniére stated that in cases of ulcer of the 
lesser curvature of the stomach, gastro-enterostomy 
should be abandoned in favor of excision of the 
ulcer. This view was shared by all who took part 
in the discussion. Hartmann agreed as he had prac- 
tically given up gastro-enterostomy for this type 
of lesion since 1907. However, on studying the 
results in fifty cases in which he operated from one 
to twenty-two years ago he found that the late re- 
sults of gastro-enterostomy for ulcer of the lesser 
curvature were far better than he had anticipated, 
even in cases without delayed emptying time. 

Two of the patients had had some trouble during 
the first few months after the operation, but since 
then had remained well for eight and twenty-two 
years respectively. Twenty-five were entirely free 
from symptoms after the operation. Accordingly, 
twenty-seven of the fifty patients were clinically 
cured after a shorter or longer period. Six con- 
tinued to have digestive disturbances but these 
were milder. Of eight who developed secondary 
troubles after they were believed to be cured, four 
responded well to brief treatment. Two had late 
hemorrhages, but felt perfectly well. A second 
operation was done in only two cases. In one of 
these, there was partial intestinal obstruction from 
an omental band, a condition which was relieved 
when the band was severed. X-ray examination 
later revealed hour-glass deformity of the stomach. 
In the other case, the second operation revealed a 
cicatricial adhesion between the lesser curvature of 
the stomach and the liver without active ulceration. 
Gastropylorectomy was followed by recovery. Two 
patients later presented evidences of cancer. In 
the case of one, who died fifteen months after the 
operation, autopsy disclosed carcinoma of the stom- 
ach and liver. In the other case the clinical signs of 
cancer developed at the end of five years. 

Hartmann concludes that, contrary to prevailing 
opinion, the results of gastro-enterostomy in cases 
of ulcer of the lesser curvature of the stomach are 
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very satisfactory, and that the operation has fallen 
into disrepute merely because it has often been per- 
formed in the absence of the proper indications or 
with a poor technique. Lro M. Zimmerman, M.D. 


Reischauer: Three Fatal Cases of Dysenteric En- 
teritis Directly Secondary to Gastro-Enteros- 
tomy or Extensive Gastric Resection for Ulcer 
of the Stomach (Drei Faelle von letal verlaufener 
ruhrartiger Enteritis im unmittelbaren Anschluss 
an Gastro-enterostomie bez. ausgedehnte Magen- 
resektion wegen Ulcus ventriculi). Zentralbl. f. 
Chir., 1927, liv, 2724. 

In one of the cases reported by the author the 
necrotic inflammation was limited to the lower 
ileum and there was no involvement of the colon 
or the upper part of the small intestine. In all of 
the cases reported in the literature, colitis was 
present. As compared with the prognostically very 
unfavorable and rare postoperative enteritis, the 
much more frequent dyspepsia which develops later 
is of less importance. In the latter condition there 
are usually no definite findings in the intestine. 

In the discussion of Reischauer’s cases, LEHMANN 
emphasized that it is essential to differentiate be- 
tween the hemorrhagic diarrhoea which begins on 
the first day after operation and the non-hemor- 
rhagic dyspepsia which first develops several days 
after the operation. The latter is dependent upon 
the changed bacterial flora and gastric chemistry. 
Errors in diet are also a factor. Therefore hydro- 
chloric acid should be administered soon after the 
gastric operation. The bloody, mucous dysenteric 
conditions have not yet been explained. They 
occur also after gynecological operations and opera- 
tions for brain tumor. Reflex nervous conditions 
may perhaps be a factor. The colitis with an un- 
favorable prognosis occurs only in weakened patients. 

GOEBEL described the macroscopic and micro- 
scopic appearance of a gastric sarcoma. The con- 
dition had been diagnosed clinically as a perforated 
ulcer. The symptoms of perforation were due ap- 
parently to the rupture of the tumor into the lumen 
of the stomach at the site of a polypoid process ex- 
tending through the gastric mucosa or to entrance 
of the gastric contents into the cavity made by the 
perforation. The latter would account for the 
fever and the adhesion of the tumor to the anterior 
abdominal wall. The adhesion caused muscular 
rigidity and pain on pressure in the epigastrium. 
Because of the digestive action of the gastric 
enzymes, such an invasion of a stomach tumor by 
gastric contents may not be rare. 

The structure of the tumor suggested the relatively 
rare angiosarcoma of the stomach. Hempet (Z). 


Thalheimer, M.: Degastro-enterostomization (De 
la dégastro-entérostomisation). J. de chir., 1927, 
Xxx, 385. 


The term “degastro-enterostomization” is used 


by the author for the operative closure of a gastro- 
enterostomy opening. The procedure is indicated in 
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cases with a pyloric syndrome in which no ulcer is 
found and the results of gastro-enterostomy have 
been disappointing, and in cases in which gastro- 
enterostomy has permitted the cicatrization of the 
ulcer and the normal position of the organs should 
therefore be re-established. In some cases a peptic 
ulcer may develop at the gastro-enterostomy opening 
after cicatrization of the primary ulcer. Thal- 
heimer reports a case of this type. The patient 
had appendicitis with dyspepsia and hematemesis. 
After gastro-enterostomy, the gastric disturbances 
became accentuated. Degastro-enterostomization 
brought about cessation of the gastric symptoms. 
The history was then explained by an attack of 
appendicitis, and the patient recovered completely 
after appendectomy. 

The technique of degastro-enterostomization is as 
follows: 

The abdomen is entered through the incision made 
for the first operation, the anastomosis carefully 
explored with the finger for peptic ulcer, and the 
mesocolon freed. A compress is then introduced 
under the gastrojejunal anastomosis and the region 
of the anastomosis is isolated from the rest of the 
gastric cavity by means of a rubber-covered clamp 
placed vertically. The small intestine is opened at a 
point about 2 or 3 mm. from the anastomosis. If 
an ulcer is found at the opening, it is resected. The 
jejunum is completely separated from the stomach, 
first on its anterior surface and then on its posterior 
surface. The longitudinal wound of the jejunum is 
closed transversely in two layers, the mucomucous 
layer being sutured with catgut and the superficial 
layer with silk. The entire line of old sutures is 
resected from the stomach with a 2- or 3-mm. mar- 
gin. The stomach is then closed in healthy tissue by 
a mucomucous suture of chromic catgut, a sero- 
muscular suture, and a seroserous suture of silk. 
The stomach is returned to the cavity above the 
mesocolon and the opening in the latter is closed 
with a pursestring suture. 

The results of this operation are excellent if the 
causes of the disturbances leading to the unjustified 
gastro-enterostomy (appendicitis, cholecystitis, etc.) 
are corrected. Anna L. Pace. 


Perman, E.: The Acidity of the Stomach Following 
Gastric Resections (Die Aciditaet im Magen 
nach Ventrikelresektionen). Zentralbl. f. Chir., 1927, 
liv, 2266. 


Discomfort and vomiting following an operation 
on the stomach are best avoided by the formation 
of a gastric fistula according to the technique of 
Witzel. The fistula prevents stagnation in the stom- 
ach and makes it possible to determine the character 
of the gastric juice during the first few days after 
the operation. 

In all of five cases in which a Billroth I operation 
with fistula was performed, free hydrochloric acid 
was present—in one case in slight amount and in the 
others in large amount. Of fourteen cases in which 
the Billroth II operation was done with the forma- 
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tion of a fistula, free hydrochloric acid was absent in 
only three; in four, it was present in small amount 
and in seven in an approximately normal amount. 

Investigations with the test breakfast yielded 
much lower hydrochloric acid values. Of fourteen 
cases in which the Billroth II operation was done 
without the formation of a fistula, the test breakfast 
showed no free hydrochloric acid in nine and only 
very small amounts of it in five. Hence, after the 
Billroth II operation, the test breakfast gives mis- 
leading results, probably because it leaves the 
stomach almost immediately. 

In the discussion of this report, WANKE called 
attention to the fact that the simple estimation of 
the acid values after the test breakfast is misleading 
as in the great majority of cases it reveals anacidity 
or even achylia when fractional siphonage almost 
always reveals values for total acidity and in cases 
also for free hydrochloric acid. 

BrvuEtTT stated that the difference in the findings 
is due to the fact that the juice obtained through the 
gastric fistula has little or no admixture of duodenal 
juice. Tromp (Z). 


Cosacesco and Basset: Repeated Intestinal Ob- 
struction (Occlusions intestinales itératives). Bull. 
el mém. Soc. nat. de chir., 1927, liii, 1071. 


This article reports two cases of repeated attacks 
of acute intestinal obstruction requiring repeated 
operations. In both, the attacks followed a laparot- 
omy for peritonitis. In one case, they occurred 
fifteen years, and in the other, three months, after 
the first operation. In one case the second obstruc- 
tion developed in spite of most careful peritoneal- 
ization of all denuded surfaces. 

Because of the tendency of adhesions to re-form, 
an entero-anastomosis should be done in addition 
to the freeing of adherent bowel loops. The seg- 
ments of intestine anastomosed should be taken at a 
distance from the site of the obstruction. In some 
cases the condition of the patient may be such 
that a colostomy must be done, as in the second 
operation in one of the cases reported. 

Between the two attacks of complete obstruction 
in the cases reviewed there were symptoms of in- 
complete obstruction. This suggests that operation 
should be performed as soon as incomplete obstruc- 
tion is recognized in order that complete obstruc- 
tion may be prevented. 

When an operation for the liberation of obstruct- 
ing adhesions is followed rapidly by the formation 
of new extensive obstructing adhesions, the patient 
has a greater tendency to form adhesions than is 
usual. Leo M. ZIMMERMAN, M.D. 


Hosoi, K., Alvarez, W. C., and Mann, F. C.: Intesti- 
nal Absorption: A Search for a Low-Residue 
Diet. Arch. Int. Med., 1928, xli, 112. 


The authors call attention to the fact that if 
foods are completely utilized in the body the amount 
of feces will remain the same no matter what diet 
is given and the stools will be composed chiefly of 
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dead bacteria and intestinal secretions. The bulk 
of a stool depends largely upon the amount of 
cellulose contained in the food. 

Cannon found that proteins have the slowest, fats 
the next slowest, and carbohydrates the quickest 
passage through the gastro-intestinal tract. 

Heile noticed that milk produces large amounts of 
residue and lean meat and rice leave very little residue. 

In an experiment on young healthy men, Rubner 
found that meats, eggs, rice, white bread, noodles, 
and macaroni are most completely digested, while 
milk, cheese, fats, and potatoes are less well digested. 

The low-residue diet given at St. Mary’s Hospital, 
Rochester, Minnesota, consists of strained fruit 
juices, broth, tea, coffee, sugar, candy made of sugar 
alone, and gelatin made with strained fruit juices. 
When such a diet is given there may be no bowel 
movement for as long as eight days. 

The authors carried out experiments on dogs 
which had been subjected to colon resection with 
end-to-end anastomosis of the ileum to the rectum. 
The details of the feeding and the collection of the 
specimens are given. 

Protein foods such as meat, liver, gelatin, and 
concentrated broth produced a stool resembling the 
fasting specimen. 

Carbohydrates—rice, bread, banana, apple, and 
sugar—gave a somewhat more bulky stool which 
was odorless and of a golden color. When sucrose, 
dextrose, and lactose were added to the food, the 
stool contained reducing substances. Fatty foods, 
such as lard and butter, produced watery and soapy 
stools. These stools did not contain any more bile 
than the others. 

The rate of passage of the stools was also studied. 
Fats passed through the intestinal tract so quickly 
that in many cases they were not affected by the 
digestive juices. Meat had the slowest passage 
through the digestive tract. The rate at which the 
carbohydrates passed was intermediate between that 
of fats and that of meats, except in the case of rice, 
which had a rate even slower than that of meat. 
Liquids increased the bulk of the stool. 

When sugars such as lactose, dextrose, and karo 
were fed, the appearance time at the rectum ranged 
from fifteen to thirty minutes. In the case of lactose 
and dextrose, nothing was obtained after four and 
a half hours, but in the case of karo, the bulk of 
the stool was obtained in from four to six hours. In 
the case of whole milk, the appearance time was 
thirty minutes and the bulk of the stool was passed 
in three hours. No difference was noted when the 
milk was boiled. 

Swiss cheese appeared in thirty minutes. Its prog- 
ress was rapid and it produced enormous amounts 
of fluid residue; even after five and a half hours the 
fecal output was large. Cottage cheese acted in 
much the same way as meat; its progress was slow 
and the curve of its excretion was flat. 

The addition of milk to other foods did not have 
a marked influence upon digestion. In some cases 
it slightly increased the rate and considerably in- 


creased the bulk of the stool. Any interference with 
digestion seemed ,to be due to the influence of the 
casein or lactose. 

The foods producing the least residue were gelatin, 
sucrose, dextrose, karo, concentrated broths, hard 
boiled eggs, meat, liver, rice, farina, and cottage 
cheese. Those producing the largest amount of resi- 
due were fruits, potatoes, lard, butter, Swiss cheese, 
soft boiled eggs, raw egg albumen, milk, and lactose. 
The largest amount of dry residue was produced by 
raw egg albumen, and the largest amount of moist 
residue by bananas. In some cases, bananas pro- 
duced a stool larger than the original meal. 

The authors conclude that milk should not be 
given when a low-residue diet is desired. 

Wirrip L. Granam, M.D. 


Navarro: Three Cases of Duodenal Compression 
(Sur trois cas de compression duodénale). Bull. et 
mém. Soc. nat. de chir., 1927, liii, 1323. 

In the first case of duodenal compression reported 
by Navarro there was a history of dyspepsia over a 
period of years, which finally ended in gastric stasis 
with vomiting. When the patient was examined 
by the author, a mass felt in the pyloric region was 
thought to be either an ulcer or a carcinoma. At 
operation, this was found to be the inflamed head 
of the pancreas. The peritoneum over the gland was 
split and the head of the pancreas freed. The opera- 
tion was followed by considerable restlessness and 
vomiting, but the patient recovered, and twenty-one 
years afterward had had no return of symptoms. 
Navarro attributes the stormy postoperative course 
to operative trauma to the coeliac plexus. The fact 
that the inflammatory mass compressed only the 
duodenum, leaving the bile ducts free, he explains 
by the difference in the relations of the two embry- 
ological anlagen of the pancreas; the posterior lies 
in relation to the common duct and the anterior in 
relation to the duodenum. 

In the second case reported the obstruction was 
caused by tuberculous glands among the mesenteric 
vessels. At a previous operation, tuberculous peri- 
tonitis had been found. At a second operation the 
glands were removed. Two years later, symptoms 
of duodenal obstruction again developed, and at a 
third operation a tuberculous gland was found at 
the same location. Navarro is opposed to gastro- 
enterostomy and duodenojejunostomy in these 
cases; he prefers simple removal of the glands. 

In the third case reported the condition was due 
to the traction of a floating kidney on the peritoneum 
over the duodenum. A nephropexy was done 
through a second incision in the lumbar region. 
Since the operation there has been no return of 
symptoms. MicuaeEv L. Mason, M.D. 


Eliason, E. L.: Rupture of the Bowel at the Duo- 
denojejunal Junction. Ann. Surg., 1928, lxxxvii, 
131. 

The patient whose case is reported in this article 
was a man twenty-four years of age who had been 
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struck in the abdomen by a plank thrown from a 
revolving saw. The accident caused loss of conscious- 
ness for a few moments followed by severe abdominal 
pain, nausea, and vomiting. 

When the patient was admitted to the hospital 
fifteen hours later, his temperature, pulse, respiration, 
and blood pressure were normal. The leucocyte 
count was 20,400. The abdomen presented a con- 
tused area the shape of a plank end over the left 
upper portion, extending from the tenth costal 
cartilage to the midline. The abdominal muscles 
were board-like in their rigidity, and peristalsis was 
absent. There was generalized tenderness and pain. 
A tentative diagnosis of ruptured viscus was made. 

At operation, performed sixteen hours after the 
accident, the peritoneum was found markedly in- 
jected and filled with lymph and fluid. When the 
great omentum and transverse colon were delivered, 
a large quantity of the patient’s partially digested 
breakfast escaped from the abdomen. Further 
examination disclosed a ragged tear about 3 in. long, 
extending obliquely from in front of the first inch 
of the jejunum near the mesentery, around the free 
border, and across the posterior wall of the last 114 
in. of the duodenum. The tear was closed by a double 
row of sutures and the abdomen then flushed with 
salt solution and drained suprapubically and locally. 

The patient had a smooth convalescence for six 
days, but on the seventh day had an epileptiform 
convulsion lasting six hours. Questioning then 
elicited a history of epilepsy. Removal of the ab- 
dominal dressing a few hours after the seizure dis- 
closed a ruptured wound with omentum and a loop 
of jejunum from ro to 12 in. long lying on the anterior 
abdominal wall. Under nitrous oxide anesthesia, 
these viscera were replaced and fixed within the 
abdomen by packing. No attempt was made to 
suture the wound. 

Three weeks later the granulating wound was 
grafted by the Reverdin method. Recovery was 
uneventful and the patient reported three months 
later that he was in perfect health. 

Harry W. Fink, M.D. 


Gaudier, H.: Perforation of the Duodenum— 
Ulcerous or Traumatic? Generalized Perito- 
nitis; Mikulicz Drainage as the Only Treat- 
ment; Recovery (Perforation du duodénum— 
ulcéreuse ou traumatique? Péritonite généralisée, 
drainage 4 la Mikulicz comme seul traitement; 
guérison). Bull. et mém. Soc. nat. de chir., 1927, liii, 
1082. 

Gaudier reports a case which came to operation 
after forty-eight hours with the diagnosis of peri- 
tonitis of appendiceal origin. The abdomen was 
found to contain a purulent exudate and a perfora- 
tion was discovered in the second part of the 
duodenum. The consistency of the duodenal wall 
would not permit closure of the perforation by 
suture, the omentum was too thick to be brought 
down over the hole, and gastro-enterostomy did not 
seem feasible. As the patient’s condition appeared 
to be desperate, a Mikulicz drain was inserted, a 
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gauze wick placed in the cul-de-sac, and th2 abdo- 
men closed with metal wire. 

Drainage was profuse and the skin became ex- 
tensively irritated and ulcerated. On the sixth day, 
the sutures gave way, permitting the abdominal 
wound to gape widely. The patient survived an 
attack of bronchopneumonia and thereafter his con- 
dition remained good. The drainage ceased one 
month after the operation. 

The author is unable to state whether the per- 
foration was due to a slight traumatism or to an 
ulcer with only mild symptoms, but because of the 
absence of a history of recent hemorrhage he believes 
it had an ulcer basis. Leo M. Zimmerman, M.D. 


Goebel: Ileus of the Afferent Loop After Resection 
of the Stomach for Duodenal Ulcer and Mega- 
duodenum (Ileus der zufuehrenden Schlinge nach 
Magenresektion wegen Ulcus duodeni und Mega- 
duodenum). Zentralbl. f. Chir., 1927, liv, 2721. 


The author reports the case of a fifty-year-old 
man with megaduodenum and recurrent symptoms 
of ulcer. Resection was done according to the 
Billroth II-Kroenlein-Mikulicz technique with ante- 
colic, isoperistaltic suturing of a loop of jejunum to 
the stomach and entero-anastomosis according to 
the method of Braun. On the morning after the 
operation the pulse was rapid. Postoperative 
hemorrhage occurred, and the patient died on the 
third day. There was never any distention of the 
abdomen or tenderness. 

At autopsy, the afferent loop of jejunum below the 
Braun entero-anastomosis was found to be markedly 
inflated. At the site of the entero-anastomosis, the 
loop was twisted, perhaps because of the mega- 
duodenum. The pull of the twisted loop with its 
contents resembling those found in ileus had 
twisted the entero-anastomosis posteriorly, thereby 
further narrowing the afferent loop. 

The duodenum, which was markedly dilated, and 
the afferent loop of jejunum were filled with a large 
quantity of dark fluid. The jejunum was partly 
white and partly bluish (necrotic). The suture had 
held but was becoming loose. 

The condition was therefore a local ileus of the 
jejunal loop due to twisting and closure of the 
intestine at the site of the Braun anastomosis. The 
twisting can be explained only by the megaduo- 
denum. The large, wide duodenum constantly 
emptied more material into the intestine, thereby in- 
creasing the pull and making the constriction tighter. 

The complete absence of local distention, vomit- 
ing, and large amounts of idluid in the stomach, and 
the undisturbed passage of flatus and feces are 
difficult to explain. 

In the discussion of this report, WINKELBAUER 
reported a case of internal incarceration after a 
gastro-enterostomy, due to dilatation of the stom- 
ach or mesenteric occlusion of the intestine. 

MELCHIOR stated that he had obtained good re- 
_— from duodenojejunostomy in a case of vicious 
circle. 
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KotaczExk reported a case of intestinal obstruc- 
tion nine days after a gastro-enterostomy in which 
the picture of acute gastric ileus quickly developed. 
At a second laparotomy performed on the tenth day, 
a Witzel fistula was formed on the anterior wall of 
the stomach and a tube was introduced through this 
and the gastro-enterostomy opening into the 
efferent loop of jejunum. The vomiting then ceased 
and feeding was possible. Following removal of the 
tube at the end of two weeks there were no further 
disturbances of intestinal function. Hempet (Z). 


Paulson, M.: Chronic Ulcerative Colitis with Ref- 
erence to a Bacterial Etiology: Experimental 
Studies. Arch. Int. Med., 1928, xli, 75. 


Paulson studied fourteen cases of chronic ulcera- 
tive colitis with reference to a bacterial etiology. 
The methods of study are described in detail. 

Ten distinct types of streptococci were isolated 
from the base of the ulcer or from hyperemic tissue 
in the rectum. No one type was found in more than 
three cases. 

Five of the seven types injected into the blood 
stream of rabbits produced a lesion. Thirty-four 
rabbits were used. Of the thirty which came to 
necropsy, fourteen showed lesions primarily in the 
colon and rectum. In twelve rabbits the lesions 
were associated with diarrhoea without mucus or 
blood. 

Twenty rabbits were injected with seven types of 
streptococci from sources other than the bowel in 
cases of ulcerative colitis. In twelve of the sixteen 
which came to necropsy there were lesions similar 
to those in the previous group, but fewer of these 
lesions occurred in the colon and rectum and a 
greater number elsewhere in the intestinal tract. 
Nine rabbits showed clinical symptoms of the dis- 
ease without the passage of mucus or blood. 

The author concludes that the lesions were the 
same although the organisms were from a totally 
different source, and that there is no morphological 
difference in cultures from the base of ulcers in 
chronic ulcerative colitis and those made from 
cleansed sigmoids. 

In a comparative study of the bacterial flora in 
a small group of normal persons and in persons with 
ulcerative colitis he found the bacillus coli, bacillus 
welchii, and streptococcus to be more numerous in 
the latter group. The réle played by the bacillus 
coli and bacillus welchii was not determined. 

Bargen established the fact that the streptococcus 
described by him—which is not characteristic mor- 
phologically of any one type of Gram-positive coccus 
inhabiting the normal or diseased intestinal tract— 
can be isolated with some degree of frequency in 
chronic ulcerative colitis and will produce lesions in 
the rectum and colon. However, he has not per- 
formed control experiments to establish specificity 
and his vaccine therapy appears to be non-specific. 

The author gives Bargen credit for stimulating 
research in this field, but on account of the similarity 
of the results of these experiments with two groups 


of streptococci—one from ulcerative colitis and the 
other from other sources—he maintains that the 
bacterial etiology of ulcerative colitis is still unde- 
termined. Witrrip L. Granam, M.D. 


Bianchi, G.: Adenocarcinoma of the Czecum (Gli 
adenocarcinomi del cieco). Awn. ital. di chir., 1927, 
vi, 989. 

Two cases of adenocarcinoma of the caecum are 
reported. One was that of a man fifty-four years of 
age, and the other that of a man fifty-five years old. 
Radical operation was performed in both, and both 
patients are still in good health, one thirteen years, 
and the other three years, after the operation. A 
histological description of the tumors is given. 

These tumors are quite unusual. They may be 
either infiltrating or localized. Those of the former 
type infiltrate the wall of the intestine for varying 
distances, forming a sort of cuff around it and trans- 
forming the bowel into a rigid, smooth tube. Those 
of the localized variety are generally irregular or 
nodular and attached to the intestine by a small 
base. These tumors are thought by some patholo- 
gists to be caused by trauma or nerve lesions, but are 
attributed more generally to a slow process of in- 
flammation. 

Intestinal occlusion is a late sign. In the early 
stages the symptoms are indefinite, consisting of 
slight intestinal irritation with irregularity in de- 
feecation and the admixture of gas with the feces. 
In some cases the first indications of the condition 
include the presence of traces of occult blood in the 
feces. Later, the stools are mixed with pus, mucus, 
and macroscopically visible blood, and there are 
signs of occlusion. Attacks of more or less intense 
colic occur as the tumor develops. The literature 
reports cases of tumor of the caecum and ascending 
colon in which the condition was mistaken for 
appendicitis. 

Anemia and deterioration of the general health 
are relatively early signs. They occurred in the 
author’s first case before there were any indications 
of stenosis. Some surgeons state that periumbilical 
pain is a sign of the condition, especially when ob- 
struction of the ileocecal valve is threatened. 

Age is not of much value in the diagnosis because 
the tumors may occur even in early youth. As a 
rule, their nature can be determined only by opera- 
tion and laboratory examination. The treatment is 
as complete removal as possible. Roentgen treat- 
ment has not proved successful. 

Auprey G. Morcan, M.D. 


Wakeley, C. P. G., and Gladstone, R. J.: The Rela- 
tive Frequency of Various Positions of the 
Vermiform Appendix as Ascertained by an 
Analysis of 5,000 Cases. Lancet, 1928, ccxiv, 178. 


As the position of an inflamed and gangrenous 
appendix and its relationship to adjoining parts 
frequently determine the site of an abscess, it is 
important for the surgeon to have some knowledge 
of the relative frequency with which the appendix 
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may be found in various situations and its relation- 
ship to the surrounding pouches and folds of peri- 
toneum. In a study of 5,000 cases, the authors 
found the appendix in the following positions: 


Positions of appendix Cases Per cent 


Anterior or pre-leal... . ...... 50000006605 47 0.04 
“Wlenic OF DOST-TEAl. .......000c655 25 ©.50 
“Pelvic,” on psoas muscle; near, or hang- 

ing over, the brim of the pelvis....... 1,606 32.11 
Subcecal, beneath the caput ceci...... IOI 2.02 
Postcecal and retrocdlic. ...... 0.60006 3,219 64.38 
RE eS ee ee et ner 2 0.04 


Each of these positions is described in detail. 
FRANK J. McGowan, M.D. 


Lehmann, H.: Acute Appendicitis in the Aged 
(Die Appendicitis acuta im Greisenalter). Wien. klin. 
Wchnschr., 1927, xl, 995. 

In spite of the relative rarity of appendicitis in 
the aged, it is necessary to bear the condition in 
mind in the diagnosis of cases with symptoms in the 
lower part of the abdomen on the right side since 
only by early operation will it be possible to pre- 
vent serious complications. The diagnosis is often 
difficult. The important sign of rigidity of the 
abdominal wall is frequently absent on account of 
the laxity of the abdominal muscles, and deafness 
and indolence may render it difficult to obtain a 
characteristic history. Even when the condition is 
advanced, the temperature rarely riscs above 37 
degrees C. 

The author reports six cases of acute appendicitis 
in patients between sixty-five and eighty years of 
age. Operation was performed within the first 
twenty-four hours and was done under local anzs- 
thesia. Complete recovery resulted in five cases. 
One patient developed a severe cecal phlegmon 
with the formation of a large fecal fistula and several 
intraperitoneal abscesses. CoKKALIs (Z). 


Meillére, J.: The Vascularization of the Tunics of 
the Left Part of the Colon; Its Surgical Ap- 
plication (Etude de la vascularisation des tuniques 
du segment gauche du colon; ses applications 
chirurgicales). Ann. d’anat. path., 1927, iv, 867. 

Meillére includes in his article diagrams showing 
the exact position of the vessels of the colon and 
their measurements. These demonstrate that every 
long vessel vascularizes a triangular zone, the base 
of which lies at the free border of the colon and the 
apex of which passes around the mesocolic border. 

The short vessels between the two long vessels 

vascularize a triangular zone about % cm. broad 

which has its base at the mesocolon. The shape of 
the area vascularized by the long vessels explains 
the zones of gangrene seen after certain circular 
enterorrhaphies. Denudation of the colon which 
necessitates disinsertion of the mesocolon and re- 
moval of appendices epiploice may injure the ves- 
sels. Resection of appendices epiploice is par- 
ticularly dangerous because of the presence, in the 
base of each epiploic tag, of a long straight vessel. 





In the resection of a tumor, the appendices epi- 
ploice may be left if there is not much fat, but if 
they are large, lamelliform, digitiform, or con- 
fluent, they must be resected. To obtain a zone for 
suturing, it is generally sufficient to denude an 
area of 8 mm. on each side of the line of incision, 
that is, remove one appendix epiploica. This zone 
should be oblique and nearer to the tumor at the 
mesenteric border than at the free border. The 
section should then be made obliquely and the in- 
testine sutured edge to edge. 

AuprEY G. Morcan, M.D. 


Mechling, C. C.: The Symptoms of Cancer of the 
Rectum. Allantic M. J., 1928, xxxi, 232. 

Allen, J. H.: The Diagnosis of Cancer of the Rec- 
tum. Aflantic M.J., 1928, xxxi, 234. 

Pfeiffer, D. B.: The Choice of Operation in Car- 
cinoma of the Kectum. Allantic M. J., 1928, 
XXXl, 236. 

MECHLING states that rectal cancers constitute 
about 4 per cent of all cancers, and in the United 
States are responsible for more than 3,000 deaths 
each year. When a patient who has always been 
regular in his bowel habits seeks relief from an 
unusual and obstinate constipation, a thorough 
rectal examination is indicated as in such cases an 
early cancerous tumor of the rectum is very likely 
to be discovered. Diarrhoea develops from three to 
six weeks after the period of constipation. 

ALLEN has found that the onset of cancer of the 
rectum is gradual in three-fourths of the cases and 
sudden in one-fourth. The early symptoms include 
indigestion with nausea, abdominal discomfort 
when certain positions are assumed, rectal dis- 
comfort, the passage of flatus with or without 
mucus, and the sensation, after defecation, that 
the bowel movement has not been completed. A 
persistent diarrhoea which does not yield to bacil- 
lary or ameebic treatment is strongly indicative of 
malignancy. 

PFEIFFER states that the two-stage operation 
with a preliminary abdominal colostomy may be 
regarded as the standard procedure for cancer of 
the rectum. The sacral anus has been abandoned 
as less satisfactory. Josepu K. Narat, M.D. 


Soupault, R.: The Operation of H. Hartmann: 
Abdominal Extirpation of Cancers of the 
Upper Part of the Rectum and of the Recto- 
sigmoid Juncture (L’opération de H. Hartmann: 
ablation par voie abdominale des cancers du haut 
rectum et de la jonction recto-sigmoidienne). J. de 
chir., 1927, XXX, 513. 

Hartmann’s operation for cancer of the upper 
part of the rectum or the rectosigmoid juncture is 
a block resection of the tumor and the adjacent seg- 
ments of intestine with the corresponding mesocolon, 
the anorectal stump being left in situ and the lower 
end of the colon used for a permanent colostomy. 

The patient is placed in an inclined position with 
the head down. The incision is begun in the left iliac 
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fossa at the level of, and medial to, the anterior 
superior spine and extended to the midline just above 
the pubis and slightly over to the right side of the 
abdomen. The loops of intestine are packed aside 
and the tumor is explored with regard to its connec- 
tions and the extent of its invasion. The meso- 
rectum, well spread out, is then drawn to the left 
and its right leaf is incised about 1 cm. in front of 
its reflection onto the posterior peritoneum. The 
same procedure is done on the left side, the intestine 
being swung toward the right. Finally the perito- 
neum is incised at the base of the cul-de-sac, the 
two lateral incisions being joined in the mesorectum. 

It is then easy to free the rectum completely—in 
front, following the rectovaginal or rectovesical 
cleavage plane, and behind, following the bony 
plane of the sacrum, the entire rectorectal area be- 
ing freed and the rectum, together with the fatty 
cellular tissue, the glands, and the vessels which lie 
in the mesorectum or its base, being pushed forward. 

When the position of the superior hemorrhoidal 
artery has been ascertained, the mesocolon is cut 
between forceps just to the level of the future sec- 
tion of the colon. By drawing the rectum upward 
and forward the apparently inaccessible deeper seg- 
ments of the rectum are delivered with surprising 
facility. Two L-shaped clamps are then placed on 
the rectum as low down as possible, the bowel is 
divided between them, and the cut edges are iodized. 
The proximal end is temporarily covered with a pad, 
and the distal end is closed with two layers of 
sutures. Although there is no peritoneal invest- 
ment, the danger of infection is minimal because of 
the absence of tension on the sutures. The pelvic 
cavity is peritonealized by suturing the cut edges of 
the peritoneum. The iliac colon is brought out 
through the left corner of the parietal wound, the 
excess removed, and the wound closed. After two 
days the clamp is removed to permit the escape of 
gas and fecal matter. 

Although this operation is indicated particularly 
for carcinoma of the lower sigmoid or upper rectum, 
it may be used also for lesions higher in the sigmoid 
in which end-to-end union of the colon would be too 
difficult. 

In a series of thirty-one cases treated by the Hart- 
mann operation which are reported in the literature, 
there were two deaths, a mortality of 6.5 per cent. 
It is still too early to judge the late results, but the 
first two patients operated upon by Hartmann in 
1920 were alive and without recurrence in 1927. 
Soupault reports three cases of his own in which he 
performed the operation described. 

Leo M. ZIMMERMAN, M.D. 


LIVER, GALL BLADDER, PANCREAS 
AND SPLEEN 
Moynihan, Sir B.: The Gall Bladder and Its Infec- 
tions. Brit. M. J., 1928, i, 1. 


Infection of the gall bladder may be primary, as 
when a solitary cholesterin stone is formed and pro- 


duces inflammatory changes by obstruction or irri- 
tation, or secondary, occurring through the blood 
stream, by the lymphatic route, through the bile 
stream (descending from the liver or ascending from 
the intestine), or by direct extension from a viscus 
to which the gall bladder is adherent. 

Secondary infection of the gall bladder through 
the blood stream may be arterial or venous. It 
occurs through the cystic arteries only in case of 
general septicemia. Venous infection occurs by 
thrombosis from the portal veins and is very rare. 

Infection through the lymphatic route often 
occurs from the liver as the result of a preceding 
hepatitis. Enlargement of the cystic gland is evi- 
dence of gall-bladder infection. 

Infection ascending from the intestine frequently 
has its origin in the appendix. The association of 
splenic disease with liver and gall-bladder disease 
is common. Multiple stones and “mud” are some- 
times present throughout the ducts in the liver. In 
such cases the author passes several small tubes up 
into the liver and applies the Carrel method of 
intermittent irrigation for several weeks. 

Of a series of eighty-one cases of gall-bladder in- 
fection, the condition began in the outer coat of the 
organ in sixty-three. Infection may reach this coat 
by direct extension from the liver, by lymphatic 
infection from the liver, or by extension from an 
adjacent organ such as the appendix. When infec- 
tion begins within the gall bladder, the ascending 
route is sometimes followed. Cholecystitis is usually 
only a part of an infection having its origin else- 
where. 

After a consideration of the pathogenesis of cal- 
culi, the author concludes that it is useless to expect 
to cure cholecystitis medically if the origin of the 
condition is on the outer coat of the gall bladder. 

If medical treatment of gall-bladder infection is 
to be of any avail, the early symptoms must be 
recognized. These symptoms are discussed. 

Of all forms of dyspepsia, the most common 
form is that dependent upon the gall bladder. 

When early symptoms are noted and there is no 
cholecystographic shadow or the shadow is dimin- 
ished in opacity or delayed in its appearance, the 
integrity of the gall bladder may be safely sus- 
pected and a cholecystectomy performed. 

The gross appearance of the gall bladder may be 
little changed when the microscopic involvement 
justifies ablation. Cholecystectomy is indicated more 
frequently than it is done. 

Marcus H. Hopart, M.D. 


Toland, C. G.: Gastro-Intestinal Symptoms Mask- 
ing Gall-Bladder Disease. California & West. 
Med., 1928, xxviii, 42. 

The author states that in the majority of cases of 
gastric disturbance referred to him, there is no 
organic lesion of the stomach. He calls attention to 
the atypical type of early gall-bladder disease in 
which the symptoms are of reflex nervous origin, 
and reports cases in which, though the clinical 
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symptoms were not readily attributable to the gall 
bladder, laparotomy revealed gross pathological 
changes in the biliary tract. An indirect evidence of 
cholecystitis is the appearance of an incisura in the 
roentgenogram of the stomach. 

The innervation of the gall bladder and its relation 
to the innervation of the stomach through the vegeta- 
tive nervous system are discussed. 

The main purpose of the article is to emphasize 
the importance of investigating the biliary tract in 
cases of obscure gastro-intestinal symptoms, and to 
call attention to the fact that spasmodic phenomena 
in the mesogastric region, greater curvature, and 
cecocolic and left hepatic angles are the most fre- 
quent nervous reflex results of gall-bladder disease. 

Roscoe R. GRAHAM, M.D. 


Willis, B. C.: Congenital Cystic Dilatation of the 
Common Bile Duct. Ann. Surg., 1928, lxxxvii, 48. 


The author states that it is apparent that a 
number of persons with congenital cystic dilatation 
of the common bile duct have died because of the 
failure of the physician to recognize the condition 
in time. In 1924, McWhorter said that a correct 
diagnosis had never been made prior to operation, 
but since then twelve cases of pre-operative diagnosis 
have been reported. Willis reports a case in which 
the condition was recognized during an explora- 
tory operation when it was noted that the hepatic 
and cystic ducts emptied into the superior pole of 
the cyst. According to McWhorter, practically all 
cases in which the diagnosis was not made at the 
first operation terminated fatally. Of the cases re- 
ported later, a diagnosis was not made at operation 
in four (Wyllie, Adam, Zimmer, and Hill and Ram- 
say). The patients of Adam, Zimmer, and Hill and 
Ramsay recovered after the second operation, but 
Wyllie’s patient died. 

In seven cases the diagnosis was made during 
operation. Three of the patients recovered, two died, 
and the fate of two is not known. In one case re- 
port, no statement is made as to the time of the 
diagnosis; the patient recovered. 

Of five patients subjected to a primary chole- 
dochoduodenostomy, three recovered and two died. 
In Wagner’s case in which a cholecystectomy had 
also been performed, death resulted. 

Of the fifty-nine cases on record, external drainage 
was instituted in forty. All but nine of the patients 
died—McConnell’s patient and eight who had some 
form of internal drainage. In many of the fatal 
cases, secondary choledochoduodenostomy had been 
performed. 

If cystic dilatation is recognized, choledocho- 
duodenostomy or other internal drainage is in- 
dicated. The use of external drainage in partial or 
complete obstruction of the common duct without 
correction of the cause of the condition invites 
disaster in this class of cases as well as in other 
cases of obstruction of the duct. 

Willis’ case was that of a twelve-year-old boy 
who was brought to the hospital because of pain in 
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the abdomen. The patient had been well until two 
years previously when he had a nocturnal attack of 
severe pain followed by soreness in the upper ab- 
domen which required morphine. On his admission 
to the hospital a diagnosis of recurrent appendicitis 
was made, and at operation the appendix and a 
Meckel diverticulum were removed. The region of 
the liver and its ducts appeared to be negative. 
About seven months later the patient was re-ad- 
mitted to the hospital with a history of severe 
epigastric pain. Between the attacks he had no dis- 
comfort and was able to eat any kind of food. There 
was no jaundice or belching, and the stools were 
not clay colored. The pre-operative diagnosis was 
hydrops of the gall bladder. Operation revealed a 
cyst of the common duct which contained 4oo c. 
cm. of normal bile. As it was impossible to dissect 
the cyst out, a choledochoduodenostomy was done. 
The patient made an uneventful recovery. 

The usual symptoms in cases of congenital cystic 
dilatation of the common bile duct are recurrent 
attacks of jaundice, pain in the upper part of the 
abdomen, and a palpable cystic tumor occurring 
during childhood or early adolescence. 

GeorGE A. Co.ttett, M.D. 


Beadle, O. A.: A Case of Pancreatic Cyst Associated 
with Diabetes. Guy’s Hosp. Rep., Lond., 1928, 
Ixxviii, 82. 

The rarity of pancreatic cysts is shown by the 
fact that, according to Hale-White, only 5 cases 
were found in 6,078 autopsies performed at Guy’s 
Hospital, London, in the period from 1884 to 1897. 

Cysts of the pancreas are of the following types: 
(1) retention cysts, (2) proliferation cysts, (3) those 
due to congenital cystic disease, (4) dermoid cysts, 
(5) hydatid cysts, (6) hemorrhagic cysts, and (7) 
pseudocysts. Their pathology is very obscure. 

Of 32 cases of pancreatic cyst, the tail of the 
pancreas was involved in 21; the body, in 6; the 
head, in 4; and the entire organ, in r. 

The incidence of pancreatic cyst is about the same 
in both sexes. Extirpation of the tumor is possible 
only in exceptional cases and is difficult because of 
the inflamed condition of the cyst wall. The treat- 
ment usually adopted is therefore marsupialization 
and drainage. Frank J. McGowan, M.D. 


Tapie, J.: Splenectomy in Pernicious Anzmias 
and Leukemia (La splénectomie dans les anémies 
pernicieuses et les leucémies). Presse méd., Par., 
1927, XXXV, 1299. 

In the cryptogenic type of pernicious anemia, the 
whole hematopoietic system is involved. Splenec- 
tomy will not effect a cure but may lead to a re- 
mission of the symptoms when all other methods 
fail. Its mortality ranges from 6 to 20 per cent. It 
can be advised in cases with enlargement of the 
spleen, increased fragility of the red cells, and icterus, 
in which there is reason to believe that the spleen 
is hemolyzing the red cells. It must be supple- 
mented by medical treatment, dietary measures, and 














blood transfusion. It is contra-indicated in the 
presence of nervous complications, a red-cell count 
of less than 1,000,000, and a hemoglobin value of 
less than 35 per cent. The aplastic type of anemia 
does not respond to splenectomy. 

In children, the cryptogenic type of pernicious 
anemia may be treated in the same way as in 
adults, but splenectomy is less often indicated. In 
the pseudoleukemic splenic anemia of the von 
Jacksch-Luzet type, splenectomy is indicated only 
exceptionally. 

In leukemias, splenectomy has been practically 
abandoned except in cases of floating or painful 
spleen and those with pressure symptoms. 

Micwaet L. Mason, M.D. 


Spence, A. W.: The Results of Splenectomy for 
Purpura Hemorrhagica. Bril. J. Surg., 1928, 
xvi, 466. 

The histological changes in the spleen in purpura 
hemorrhagica are those of a general hyperplasia of 
the endothelial phagocytes. The prolongation of 
the bleeding time is associated generally with a 
decrease in the platelet count. The coagulation 
time is normal. The prolongation of the bleeding 
time is probably due more to a defective quality of 
the platelets than to a decrease in their number. 

The transfusion of citrated blood may be followed 
by a temporary decrease in the bleeding time to 
normal and a temporary rise in the platelet count. 

Purpura hemorrhagic may be acute or chronic. 
Splenectomy is beneficial in 80.9 per cent of the 
chronic cases and in 16.6 per cent of the acute cases. 

In most cases in which splenectomy is successful, 
there is a decrease in the bleeding time to normal 
and an increase in the platelet count to, or above, 
normal. The normal number of platelets may be 
maintained or there may be a gradual fall to throm- 
bocytopenia. In some cases there is no rise in the 
platelet count nor diminution of the bleeding time. 

The immediate effect of splenectomy on the blood 
picture is an increase in the erythrocytes and a 
leucocytosis with a normal proportion of cells. The 
leucocyte count falls gradually. 

It is suggested that purpura hemorrhagica is a 
disease of the whole reticulo-endothelial system 
and of three types depending upon the extent of the 
involvement of this system. The effect of splenec- 
tomy in a given case depends upon the type. 

Howarp A. McKnicut, M.D. 


MISCELLANEOUS 


Harrington, S. W.: Diaphragmatic Hernia. Arch. 
Surg., 1928, xvi, 386. 


The embryonic formation of the diaphragm pre- 
disposes to herniation at certain sites. 
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The symptoms of diaphragmatic hernia are 
varied, and clinical diagnosis is difficult without 
the aid of roentgenological examination. Obscure 
symptoms in the upper part of the abdomen demand 
roentgenological examination of the diaphragm. 
X-ray examination is often helpful also in deter- 
mining the site of the hernial opening. 

When the diaphragmatic hernia produces mild 
symptoms without incarceration of viscera, the 
patient may be kept under observation and medical 
management, but progression of symptoms calls for 
operation. When there are definite attacks of 
obstruction due to incarceration or strangulation of 
abdominal viscera, operation is imperative. 

The operative approach may be thoracic, ab- 
dominal, or abdominothoracic, but the abdominal 
route is usually best. Closure of the hernial opening 
is essential for the relief of symptoms. The suturing 
of herniated viscera to the abdominal wall or the 
hernial opening is palliative. Paralysis of the dia- 
phragm by phrenic neurectomy is helpful in the 
closure of large hernial openings when considerable 
tissue has been lost. 

The operative risk is not great; in the eight cases 
reported there were no deaths. The best surgical 
results are obtained in the traumatic cases. In all 
of the three traumatic cases reported the relief of 
symptoms was complete. The results of the opera- 
tion through an abdominal incision are satisfactory; 
in the eight cases reported there was only one 
recurrence. 


Millar, T. M’W.: Intra-Abdominal Hzmorrhage 
in Males. Edinburgh M. J., 1928, xxxv, Med.- 
chir. Soc. Edinburgh, 2r. 


Millar reports three cases of intra-abdominal 
hemorrhage in males. In the first and second cases 
the hemorrhage followed a severe crushing injury 
of the abdomen. In Case 1, the spleen was found 
free in the abdominal cavity. Following ligation of 
the pedicle, the patient made an excellent recovery. 
In Case 2, that of a boy six years of age, the heamor- 
rhage was due to a laceration of the dome of the 
liver. The lesion was treated by packing. The pack- 
ing was removed on the seventh day without recur- 
rence of the hemorrhage, and the boy was discharged 
at the end of three weeks. 

In the third case, the hemorrhage occurred while 
the patient was straining at stool. Laparotomy re- 
vealed a pedunculated cystic leiomyoma of the 
posterior wall of the stomach which filled the lesser 
sac. The blood escaped to the general peritoneal 
cavity through the foramen of Winslow. Removal 
of the cyst after clamping of the pedicle was fol- 
lowed by uneventful recovery. 

In each case a transfusion was given after the 
operation. Wirrrw L. Granam, M.D. 











UTERUS 


Kurzrok, R., and Miller, E. G., Jr.: Biochemical 
Studies of Human Semen and Its Relation to 
the Mucus of the Cervix Uteri. Am. J. Obst. & 
Gynec., 1928, xv, 56. 

The object of the investigation here reported 
was to study certain phases of the chemistry of the 
semen and mucus and to present data which may 
provide a deeper insight into the problem of human 
sterility. 

Semen was collected from healthy young males 
who were known not to have had either gonorrhoea 
or syphilis. Mucus was obtained from women who 
were free from pelvic lesions. The mucus was 
removed from the cervical canal by means of a 
sterile uterine dressing forceps after cleansing of the 
outer surface of the cervix with sterile cotton. All 
specimens were immediately put into the ice box 
and used within six hours. 

The action of semen on the cervical mucus showed 
that there is present in semen a substance which 
has a lytic effect upon cervical mucus. The lytic 
substance is apparently specific for cervical mucin 
as it did not digest other types of mucin such as 
salivary or respiratory mucin. The lytic substance 
did not deteriorate after five days in the cold. It 
was precipitated by phosphomolybdic acid and did 
not dialyze through a collodion membrane. The 
experiments showed that at a hydrogen-ion concen- 
tration of 5.28 to 5.90 the lytic substance in semen 
showed its greatest activity on the acid side of 
neutrality. From a hydrogen-ion concentration of 
5.90 to just beyond neutrality there was a little 
digestive action. At a hydrogen-ion concentration 
of 7.37 and 8.04 there was the same optimum lytic 
activity. The activity of the lytic substance did not 
depend upon the presence of spermatozoa. The 
lytic action occurred both in vivo and in vitro. The 
lytic substance was not found in a bull’s testicle. 
The activity of the lytic substance was diminished 
by the presence of pus in the cervical mucus. 

ALBERT M. Vo.Limer, M.D. 


Hertzler, A. E.: Defundation of the Uterus as a 
Conservative Measure in Myomata and Hyper- 
plasias of the Endometrium. Am. J. Obst. & 
Gynec., 1928, xv, 180. 

The author favors more conservative surgery in 
the treatment of non-malignant conditions of the 
uterus, with the object of conserving the menstrual 
function. Because the X-ray and radium have often 
been as destructive as radical surgery, he does not 
advise their use. 

There are two groups of diseases of the uterus 
requiring conservative operations, namely, myo- 
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As a rule, 
If the 
patient has reached the menopause, little objection 
can be raised to hysterectomy. Prior to the meno- 
pause, myomectomy is preferable and even in cases 
of submucous tumors is always possible if the sur- 


mata and diseases of the endometrium. 
one-third of the mucosal area should be left. 


geon is experienced. If the mucosa at the lower 
portion of the uterus is somewhat hyperplastic, a 
curettage with a scalpel blade will so reduce it that 
further excessive hemorrhage will be obviated. 

A conservative operation can be performed by 
either the abdominal or the vaginal route. In cases 
of myoma, cases of bleeding of mysterious origin at 
or near the menopause, and cases in which fixation 
of the uterus to the anterior abdominal wall is to 
follow, the abdominal route should be chosen. The 
vaginal route is preferable when some form of lower 
fixation, such as the Watkins-Freund-Wertheim op- 
eration, is to be performed. The latter is convenient 
in the cases of fat women at or beyond the meno- 
pause, particularly if beginning malignancy of the 
fundus is suspected, since if such a condition is dis- 
covered, vaginal hysterectomy may be substituted 
for the conservative operation. Another advantage 
of this operation is that all of the diseased tissue 
comes under the eye of the surgeon, thus enabling 
him to recognize and preserve the normal tissue. 

The technique of the abdominal and vaginal pro- 
cedures is described with the aid of illustrations. 

RosBert M. Grier, M.D. 


Heyman, J.: Radiological or Operative Treatment 
of Cancer of the Uterus. Acta radiol., 1927, viii, 
363. 

Heyman has endeavored to collect all complete 
statistics published in the literature pertaining to 
the results of extended operations for cancer of the 
uterine cervix. These figures, which include the 
ultimate results of operative therapy, have been 
partly recomputed according to uniform principles 
in order to determine exactly what has been accom- 
plished. The highest figure that can be reasonably 
inferred as representing the absolute result in op- 
erations is 20.2 per cent. 

The statistics from Radiumhemmet are based on 
500 cases of carcinoma of the uterine cervix treated 
radiologically in the first place and 41 cases not 
treated. The most conservative figure for the ab- 
solute results that can be deduced from the statis- 
tics is 20.7 per cent. 

In two-thirds of the operative statistics referred 
to, the number of operable cases is 58.6 per cent or 
more; in the statistics from Radiumhemmet, 26.6 
per cent. With due regard to this difference in the 
initial material, it cannot be considered too bold to 
conclude that the radiological treatment as prac- 





cers 1 mh 


TS aE a oT a | 








GYNECOLOGY 477 


ticed at Radiumhemmet in respect to the absolute 
results in the treatment of cancer of the uterine 
cervix is superior to operative treatment. 

Regarding the results of the treatment of operable 
cases alone, the radiological statistics are still too 
small to allow of any comparison with the operative 
results, but the figures so far available lend no sup- 
port whatever to the assumption that operative 
therapy in these cases would have accomplished 
more than the radiological treatment. 

The figures hitherto published regarding opera- 
tive as well as radiological treatment of cancer of 
the corpus are still too small and incomplete to 
permit any definite conclusions. 

Operative statistics show the absolute result to 
be 42.8 per cent and the results with operation in 
operable cases alone, 58.8 per cent. The statistics 
from Radiumhemmet include 46 cases with an ab- 
solute result from radiological treatment of 43.5 
per cent and a recovery percentage in operable cases 
of 60.0 per cent. 

These figures seem to indicate that the same re- 
sult can be attained with radiological as with op- 
erative treatment. 


Capizzano, N.: Radium Therapy of Cancer of the 
Cervix of the Uterus (Radiumterapia del cancer 
del cuello del utero). Bol. Soc. de obst. y ginec. de 
Buenos Aires, 1927, Vi, 517. 

The author reports 216 cases of cancer of the 
cervix, of which 73 were treated in 1924, 60 in 1925, 
37 in 1926, and 46 in 1927. In 13 cases, the lesion 
was a recurrence after a Wertheim operation, and in 
9, a cancer of the stump after subtotal hysterectomy. 
Twelve cases had been treated intensively with roent- 
gen rays and radium. In 3 cases there was a fistula, 
and in 3 others the lesion was complicated by preg- 
nancy. In 117 of the cases the condition was an 
inoperable vegetating carcinoma, and in 59, a car- 
cinoma of the cavity. All of the 73 patients treated 
in 1924 were in a very serious condition. Twelve of 
these patients are still alive after more than three 
years; 10 others were still living in 1926 but have 
not been heard from since; and 9 are dead. Nothing 
is known of the rest. This gives a survival for more 
than three years in 16.43 per cent of the cases and 
of more than two years in 30.14 per cent. Leaving 
out the hopeless cases in which radium therapy was 
given only to please the patient, 12 (22.22 per cent) 
of 54 patients survived for more than three years, 
and 22 (44.74 per cent) survived for more than two 
years. 

In cases of tumor of the cavity with great infil- 
tration, the author uses a filter of 2 mm. of gold for 
seven days, giving 40 to 50 mc.; in cases of vegetat- 
ing carcinoma, he uses 0.5 mm. of steel. 

In some cases in which radium brought about 
disappearance of the tumor, operation was _per- 
formed afterward. Of four patients treated in this 
way, two died after the operation. In the cases 
complicated by pregnancy, the lesion cicatrized 
perfectly without changing the course of the preg- 


nancy. Two patients were operated upon before 
reaching the fourth month; one of these died after 
the operation. 

PAVLOVSKY, in discussing Capizzano’s paper, said 
that in December, 1924, he had reported thirty 
cases of cancer, fourteen of them treated with 
radium exclusively. These were very advanced and 
inoperable cases. Eleven of the patients had died, 
but three were still living. The latter have died 
since. One whose condition seemed to be very 
favorable died of generalized abdominal metastases 
and cachexia two years and six months after the 
treatment. Since then, Pavlovsky has treated three 
other inoperable cases. One of the patients died, 
the second is well, and the third is in a very favor- 
able condition. The third patient, sixty-three years 
of age, had an inoperable cancer of the cervix. The 
first series of radium treatments was given Septem- 
ber 23, 24, and 25, 1925; the second, on December 
25, 1925; and the third, on December 20 and 26, 
1926. On November 10, 1927, the patient was in 
very good condition. 

BENGOLEA reported that he has treated eleven 
cases with radium exclusively. Two of the patients 
died and among the nine others there were four 
good late results, four poor results, and one mediocre 
result. Four of the patients are living after three 
years, two years, two years, and one year, respec- 
tively. In fourteen cases, radium therapy was given 
before operation and the results led Bengolea to be- 
lieve that it is preferable not to operate after radium 
treatment. The operation is dangerous, difficult, 
and incomplete and tends to accelerate recurrence. 
Bengolea has had no experience with radium alone 
in operable cases, but believes from experience in 
inoperable cases that the results would be as good 
as those of surgery. 

CARRANZA said that he did not share the op- 
timism which others had expressed in regard to 
radium treatment. He thinks that operation is pref- 
erable whenever possible, and that exploratory 
laparotomy shows it to be possible in some cases 
in which it does not appear to be so clinically. 

In conclusion, Cap1zzaANno said that in his opinion 
a survival of more than three years in 16.46 per 
cent, and of more than two years in 22.22 per cent, 
of inoperable cases is a very good argument in favor 
of radium treatment, and called attention to the 
fact that recurrences develop even after a Wertheim 
operation. Aubrey G. Morcan, M.D. 


Carranza, F., and Roffo, A. H.: Results of Deep 
Roentgen Therapy in Cancer of the Uterus 
During a Period of Five Years (Resultados de la 
radioterapia profunda en el cancer de la matriz 
durante cinco afios). Bol. Soc. de obst. y ginec. de 
Buenos Aires, 1927, vi, 508. 

Carranza and Roffo report the results of deep 
roentgen treatment of cancer of the uterus in 240 
cases treated during the years 1923 to 1926, inclu- 
sive, dividing the patients into four groups accord- 
ing to the stage of development of the tumor. In 
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those of the first group the tumor was operable and 
limited to the cervix; in those of the second group, 
the tumor was at the limit of operability; in those 
of the third group, the parametrium was invaded 
and the tumor was inoperable; and in those of the 
fourth group, there was a serious condition with 
cachexia. 

In 1923, forty-one patients were operated upon, 
one in the first group, twelve in the second, eighteen 
in the third, and ten in the fourth. The first patient 
is still living. She received mixed treatment with 
radium and roentgen rays. Of the patients of the 
second group, three died and the rest could not be 
traced although it may be assumed that they are 
dead as their condition grew worse while they were 
under observation. Of the eighteen patients of the 
third group, eight died and the rest could not be 
traced. All of the patients of the fourth group died. 

In 1924, forty-five patients were operated upon. 
Of the five in the first group; three died and two 
disappeared. Of nine in the second group, five died 
and the rest disappeared after their condition had 
grown worse. Of twenty-two in the third group, 
ten died and twelve disappeared after a long period 
of observation. Of ten in the fourth group, five 
died and five disappeared. 

In 1925, there were two patients in the first group, 
one of whom died and one disappeared. There were 
twenty-seven in the second group: nine died and 
eighteen disappeared. There were twenty-one in 
the third group: seven died and the rest disap- 
peared. In the fourth group there were eleven 
patients: five died and the rest disappeared. 

In 1926, there were two patients in the first 
group, one of whom is living and the other has dis- 
appeared. In the second group, there were thirty- 
five patients: six died and the rest disappeared. In 
the third group, there were thirty-seven, eleven of 
whom died and the rest disappeared. In the fourth 
group, there were fourteen patients, eight of whom 
died and the rest disappeared. 

In most of these patients, even those of the third 
group, there was improvement for a time both in 
the local and the general condition, but in every 
instance the improvement was temporary and even 
in the most favorable cases it did not last for more 
than eighteen months. In nearly all of the cases the 
tumor re-appeared with the histological signs of re- 
currence. There seemed to be no relation between 
the histological type of the tumor and the develop- 
ment after roentgen irradiation. The authors be- 
lieve that roentgen treatment of cancer of the uterus 
is purely palliative. Auprey G. Morean, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Rubin, I. C.: Tubal Patency: A Study of Sterility 
by Peruterine Insufflation and the Kymo- 
graph. J. Am. M. Ass., 1928, xc, 99. 


By using a kymograph attached to his insuffla- 
tion apparatus, Rubin has added much to our knowl- 
edge of the function and pathological anatomy of 
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the fallopian tubes. In normally patent tubes the 
initial rise in pressure is well under 100 mm. Hg. 
The fluctuations of the mercury column which con- 
tinue after the initial drop are due to tubal peristal- 
sis. Normal patency was found in 42 per cent of the 
cases studied. 

The kymograph tracings fall into four groups: 
Group 1 includes the normally patent cases. Group 
2 includes the cases in which the pressure rises to 
200 mm. Hg. and is maintained at that level. This 
is characteristic of the occluded tubes and* was 
found in 28.5 per cent of the cases studied. Groups 
3 and 4 include those cases in which there are ab- 
normally patent tubes. In Group 3, the initial rise 
is well above 100 mm. Hg., but drops sharply or 
gradually and tends to slope downward without 
describing the typical curves of peristalsis as in 
Group 1. This is characteristic of stricture. Group 
4 represents instances of spasm with a high initial 
rise followed by a drop with more or less sharply 
described curves resembling the graph of Group 1. 
Four per cent of the cases studied showed well- 
marked spasm and hypertonicity. In 5.5 per cent 
there was high-grade stricture. 

Rubin calls attention to the diagnostic signifi- 
cance of the pain in each of five areas. In general, 
midline suprasymphyseal pain with high pressure 
denotes obstruction at the isthmus or near the 
uterine horn. Unilateral or bilateral pain indicates 
obstruction on one or both sides in the distal part 
of the tube. Epigastric and shoulder pains are 
pathognomonic of gas in the peritoneal cavity. 

It has been possible to arrive at a better prognosis 
by the aid of the kymograph, particularly in those 
instances in which the initial pressure rise was 
above 100 mm. Hg. T. FLoyp Bett, M.D. 


Frank, R. T., and Goldberger, M. A.: Clinical Data 
Obtained with the Female Sex Hormone Blood 
Test. J. Am. M. Ass., 1928, xc, 106. 


The authors briefly review the fundamental work 
upon which their conclusions regarding the female 
sex hormone blood test are based and describe 
the technique of determining the presence of the 
hormone. 

The normal reactions are as follows: From the 
beginning to the tenth day before menstruation, in 
the non-pregnant condition, there is little or no 
hormone in the circulating blood. From the tenth 
day on, the hormone is found in higher and higher 
concentration, seemingly proportional to the in- 
creasing activity of the corpus luteum. In preg- 
nancy it is usually not found until the twelfth week. 
This suggests that the placenta may have some- 
thing to do with the renewed high level of the 
hormone in the blood. The menstrual blood shed 
on the first day usually contains a considerable 
quantity of the hormone, but the blood lost on the 
succeeding days contains very little. 

The findings made in a study of pathological con- 
ditions and the conclusions based upon them were 
as follows: 
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1. Menorrhagia, metrorrhagia, and puberty bleed- 
ing showed, in most cases, excessive ovarian activity 
evidenced by the presence of the hormone in the 
blood long after it would have disappeared in normal 
cases. 

2. Functional over-activity was demonstrated in 
cases of ‘‘premenstrual tension” without excess 
bleeding, and even in the presence of amenorrhcea. 

3. Amenorrheea is of four types: (a) a grave type 
without a cycle, (b) a type with a subthreshold cycle 
reaction for the presence of the hormone, (c) the 
self-limited type with impending menstruation 
which can be predicted from the strong positive 
test, and (d) the type due to persistent corpus 
luteum. The gravity of the amenorrhoea depends 
on the type. 

4. Ovulation and cyclic changes in the sexual 
organs may occur in women who have never men- 
struated. 

5. The test, when positive, permits of the deter- 
mination of sex. 

6. Women who are sterile may probably be classi- 
fied into two groups: those with a normal cycle and 
those with depressed function. In the first group, 
other factors besides ovarian function are involved. 

7. Death of the fetus after the twelfth week is 
manifested by absence of the hormone in the blood. 

T. FLoyp Betti, M.D. 


Hirst, B. C.: Ovarian Dysfunction Dependent on 
Abnormalities of the Ductless Glands. Am. J. 
Obst. & Gynec., 1928, xv, 79. 

The author discusses the agents and choice of 
treatment in cases of scanty and infrequent men- 
struation or complete amenorrhoea and the accom- 
panying sterility. The three specific agents that 
may restore or initiate a normal sex physiology are 
the sex hormone, electrical stimulation of the pelvic 
organs, and the stimulating dose of the X-ray. 

With the first two agents, Hirst has had experi- 
ence, but with the last one he has had none and has 
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felt reluctant to recommend it until the radical 
differences of opjnion among roentgenologists have 
been reconciled. 

During the past year or more, he has used a 
preparation of the sex hormone in about forty cases. 
The results have been in some instances quite strik- 
ing; in others, negative. On the whole, his results 
were much like those of Frank, Pratt, Allen, and 
others. There seems to be no rational explanation 
of this fact except dosage. If Loewe’s calculations 
are correct and if weight alone dictates the dose, 
women should recéive 3,000 mouse units or 600 rat 
units, which as far as he knows, they have never 
received. It would appear that at least 100 rat 
units might be the initial dose, to be increased 
steadily until something like the invariable effects 
in the lower animals appear. If ampules containing 
from 25 to 35 rat units are supplied, such doses 
seem practicable. Lowe points out that the sex 
hormone is stable in the system and that the effect 
of the injections appears in mice and rats at the end 
of seventy-two hours, and that in clinical cases the 
injections need not be given more frequently than 
every other day. 

In regard to electrical stimulation of the pelvic 
organs, the author feels that he is on much surer 
ground. He has employed this agent for more than 
fifteen years and in some cases has secured results 
not to be obtained in any other way. With the 
negative pole in the shape of a metal ball on an 
insulated handle, resting against the cervix and a 
large sponge pad on the abdomen, galvanism (about 
12 ma.), faradism, and the sinusoidal current can 
be applied. The results have been best in cases of 
superinvolution, but they have been encouraging 
also in primary amenorrheoea and lack of development, 
except in extreme cases that were obviously hope- 
less. Incidentally, this treatment will cure per- 
manently the most obstinate cases of constipation 
and hypertension dependent upon intestinal tox- 
emia. ALBERT M. VoLimer, M.D. 








PREGNANCY AND ITS COMPLICATIONS 


Dodds, G. H.: An Analysis of the Results of the 
Wassermann Reactions Obtained from 2,000 
Consecutive Pregnant Women. J. Obst. @Gynec. 
Brit. Emp., 1927, Xxxiv, 779. 

This report deais with the results of the Wasser- 
mann test in the cases of 2,000 consecutive pregnant 
women who attended the Antenatal Clinic at the 
Edinburgh Royal Maternity Hospital during the 
period from February, 1925, to August, 1926. 

The 130 cases in which a Wassermann report 
“other than negative” was obtained are divided 
into six groups—triple positive, strongly positive, 
weakly positive, doubtful, anticomplementary, and 
negative but syphilis suspected—and cases belong- 
ing to each group are reported in detail. 

After citing statistics which show that pregnancy 
has very little influence upon the Wassermann reac- 
tion, Dodds compares the incidence of stillbirths 
and infantile deaths in untreated and treated cases 
of syphilis. She concludes that in the pregnant 
woman, syphilis is frequently present without a 
history or clinical signs; that the high incidence of 
stillbirths and deaths of infants under one year of 
age is preventable by treatment; that in many cases 
the Wassermann test gives the only evidence of the 
disease; and that a routine Wassermann test with a 
careful follow-up is of great importance. 

A. H. GLappEN, Jr., M.D. 


Landa, P. A.: Pregnancy, Labor, and the Puer- 
perium in a Case of Haemophilia (Embarazo, 
parto y puerperio en un caso de hemofilia). Semana 
méd., 1927, XXXiv, 1441. 

The patient whose case is reported, a woman 
twenty-eight years of age, was admitted to the 
hospital on November 6, 1926. She was in an ad- 
vanced stage of pregnancy and for the past two 
weeks had been having copious epistaxis which at 
first could be controlled at home with tampons and 
hydrogen peroxide but later became uncontrollable, 
rendering hospital care necessary. She was treated 
by tamponing and injections of normal horse serum. 
The hemorrhage stopped for a few days at a time 
but then started afresh. 

On December 18, the patient was delivered of a 
normal male child without any abnormal hemor- 
rhage from the genitals. She was dismissed on 


January 4, 1927, in excellent general condition, but 
was obliged to return from time to time because of 
hemorrhage from the nose and gums and at one 
time from the uterus. After the uterine hemorrhage 
a curettage was performed. She reported that the 
child also showed a tendency to bleed easily and at 
times passed blood with his stools. 
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The patient is evidently a hemophiliac. A daugh- 
ter of the patient’s maternal uncle has had a tend- 
ency toward hemorrhage, especially epistaxis, all 
her life. The patient has always bled easily, the 
slightest pressure on her skin causing ecchymoses. 
Examination of the blood showed the typical blood 
picture of hemophilia: hypoglobulia with hyper- 
leucocytosis, decreased hemoglobin, lymphocy- 
tosis, normal platelets, retardation of coagulation, 
and increased bleeding time. 

This is the first case of delivery in a hemophiliac 
reported in Buenos Aires. 

AuprREY G. Morcan, M.D. 


Liepmann, W.: Abdominal! Pregnancy Following 
Supravaginal Amputation of the Uterus (Bauch- 
hoehlenschwangerschaft nach supravaginaler Ampu- 
tation des Uterus). Zentralbl. f. Gynack., 1927, li, 
2470. 

An unusual case of abdominal pregnancy follow- 
ing supravaginal amputation of the uterus is re- 
ported by Liepmann. ‘Two years -previously, the 
patient had had a laparotomy performed for an 
intraligamentous cystadenoma which was the size 
of a child’s head and had become extensively ad- 
herent as the result of an attack of puerperal peri- 
tonitis several years before. At operation, the left 
tube had been extirpated and a supravaginal ampu- 
tation of the uterus performed. Recovery had been 
uneventful. Two years later, the patient began to 
suffer great pain and weakness. Five weeks later, 
after several mistaken diagnoses, she was brought 
to the hospital in a moribund condition and died 
shortly after drainage of the pouch of Douglas. 

Autopsy disclosed an extensive hemoperitoneum 
(2 or 3 liters) resulting from the rupture of a cir- 
cumscribed, extraperitoneal hematoma the size of 
a child’s head. The dilated right tube, which was 
found in the hematoma, contained a 1.5-cm. embryo. 
It is evident that there must have been a fine fistula 
extending from the tube, through the cicatricial 
tissue, to the cervical canal, but this could not be 
demonstrated. Hevyn (G). 


Polak, J. O.: The Influence of Fibroids on Preg- 
nancy and Labor. Surg., Gynec. & Obst., 1928, xlvi, 
2I. 


Polak says that uterine fibroids cause a relative 
degree of sterility either by impairing fertility or by 
favoring early abortion. Their effect is probably 
due to: 

1. The disturbance in the normal menstrual cycle 
resulting from circulatory changes which affect the 
endometrial surfaces contiguous to the fibroid. This 
is particularly evidenced in cases of submucous and 
interstitial growths which distort the contour of the 


















uterine cavity and produce atrophy or hypertrophy 
of the lining mucosa. 

2. An increased muscular activity of the uterine 
contractions which are constant and tend to evolve 
the tumor in the direction of least resistance, inward 
or outward, depending upon its relation to the mus- 
culature. That this state of intermittent contraction 
is unfavorable to the growing ovum is evident from 
the fact that, of the author’s series of cases of preg- 
nancy occurring in a fibroid uterus, 21 per cent 
terminated by abortion. 

Not only do fibroids influence the growth and 
development of the pregnant uterus, but pregnancy 
has a like effect upon fibroids. The rapid increase 
in the size of fibroids during pregnancy is due to 
the increase in their blood supply incident to the 
pregnancy and their participation in the general 
succulence and hypertrophy of the contiguous 
structures. It is, however, the location of the fibroids 
which determines their effect upon the pregnancy. 

A subperitoneal fibroid near the fundus may, by 
its weight, displace the uterus backward and incar- 
cerate it in the pelvis in such a way as to produce 
circulatory disturbances, nerve pressure, and oedema. 
An interstitial fibroid in the same location may pro- 
duce no symptoms. Submucous fibroids, however, 
are extruded more and more into the uterine cavity, 
this producing a pressure atrophy in the overlying 
endometrium and a hypertrophy due largely to the 
cedema in the contiguous uterine lining. Such a 
mucosa offers a poor surface for the embedding of 
the ovum, and when embedding does occur, pla- 
centa accreta is not unlikely to follow. Submucous 
fibroids also dislocate the fetus in their growth. 

Tumors in the lower segment of the uterus may 
interfere with conception by distorting the cervix 
or changing the character of the uterine secretion. 
During labor, they tend to cause malposition of the 
child and block delivery. In the puerperium, they 
prevent proper drainage of the lochia. 

Malpresentation of the child favoring premature 
rupture of the membranes, premature or dry labor, 
uterine inertia, and mechanical dystocia are frequent 
complications of fibroids. 

The influence of the pregnancy on fibroids must 
also be borne in mind. During pregnancy and the 
puerperium, a large percentage of fibroids undergo 
some form of degeneration as the result of the cir- 
culatory stasis. Red degeneration of fibroids, which 
is not uncommon, represents the partial death of 
the tissue within the tumor with hemorrhage into 
the growth. Areas of such degeneration, however, are 
usually surrounded by sufficient healthy tissue to 
insure their recovery. The blood pigment from the 
hemolyzed cells unites with the necrotic cells. 

During the puerperium, submucous and inter- 
stitial tumors may be extruded into the cavity of 
the uterus and resulting infection of the necrotic 
mass may induce a puerperal infection with foul 
lochia, sepsis, and hemorrhage. 

Myomata may render pregnancy pathological by 
causing constant pain, increasing the uterine con- 
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tractions, and producing pressure symptoms, abdom- 
inal distention,*and cardiac, digestive, and pul- 
monary disturbances. 

Subserous tumors usually do not interfere with 
labor unless they encroach upon the lower segment 
of the uterus or are subvesical or intraligamentous 
or become twisted, adherent, or impacted in the 
cul-de-sac. Fibroids that are firmly impacted in the 
pelvis and displace, distort, or block the cervical 
os may render infravaginal delivery dangerous. 
Infravaginal delivery through a blocked pelvis 
always has a high maternal mortality. 

Multiple myomata in the body of the uterus have 
a direct influence on the character and force of the 
uterine contractions during labor and favor post- 
partum hemorrhage by causing uterine inertia. 
They usually delay and prolong the first stage of 
labor and increase the pain of the contractions. If 
they are situated in the lower segment of the uterus 
and prevent the normal presentation of the fetus, 
they may cause early rupture of the membranes. 
In the third stage of labor, they interfere with the 
separation and expulsion of the placenta. 

However, relatively few cases of pregnancy with 
fibroids require radical surgical intervention. In 
the author’s series of 7,000 cases there were only 
60 in which the position and size of the fibroid caused 
anxiety during the pregnancy or labor, only 6 in 
which removal of the tumor was necessary during 
the pregnancy, and only 4 in which section was re- 
quired to effect delivery. 

The policy should therefore be one of expectancy. 
When the tumor is found in the pelvis in the early 
months of pregnancy, an attempt should be made to 
displace it with the patient in the knee-chest posi- 
tion. When this fails, the knee-chest posture pre- 
ceded by a minute or two of the “mule kick” three 
times a day should be tried. The tumor is frequently 
carried up and out of the pelvis by the growth of 
the uterus or by the retraction of the lower segment 
during the first stage of labor. Operation is indicated 
during the progress of gestation only when the tumor 
is incarcerated, when a pedunculated tumor becomes 
twisted, and when a subserous growth enlarges so 
rapidly that it embarrasses the heart or respiration 
or the development of the pregnancy. In cases of 
red degeneration, it is safer to allow the acute 
symptoms to subside and the pregnancy to progress 
than to attempt myomectomy. 

During labor, manipulation through the vagina 
is of little avail when the tumor is incarcerated and 
blocks the birth passage. Attempts to displace it 
manually may result in injury to the mother, the 
child, and the neoplasm. It is far safer to place the 
patient in the knee-chest position and wait for 
the retraction of the lower segment. If this does not 
lift the tumor out, delivery should be effected by 
section followed by enucleation or hysterectomy. 

All fibroids undergo some degree of cedema imme- 
diately after delivery, but many of them, particu- 
larly intramural growths, diminish in size and dis- 
appear during the period of involution. Submucous 
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tumors are often extruded through the cervix and 
may be removed by vaginal myomectomy. 

In general, surgery is indicated in the puerperium 
only for pedunculated, subserous, and intra-uterine 
polypoid growths. In the management of the hemor- 
rhages from these tumors during the puerperium, 
radium and the X-ray have no place. 


Bué, V.: Indications for the Interruption of Preg- 
nancy (Les indications de l’interruption de la 
grossesse). Gynéc. et obst., 1927, XVi, 215. 


As a preface to his report, Bué discusses certain 
general indications for abortion which are entirely 
beyond the realm of medical practice, viz., social 
indications and rape. He states that eugenic con- 
siderations may be considered medical, but our 
present knowledge is too limited to admit their 
application. 

A physician is necessarily guided in the induction 
of abortion by the legal code of his country. Bué 
gives in résumé the legal definition of abortion. 
According to the law, the requirements which must 
be met for the induction of therapeutic abortion are 
the following: 

1. The life of the mother or of a vital organ must 
be immediately, certainly, and directly jeopardized 
by the pregnancy. 

2. All therapeutic measures, medical and sur- 
gical, must have failed or must be inapplicable. 

3. A favorable result from the abortion must be 
clinically certain. 

On the basis of these requirements, the author 
discusses the various pathological conditions which 
may necessitate abortion and attempts to define the 
indications in each condition. 

Hyperemesis gravidarum. Many severe cases of 
hyperemesis gravidarum are amenable to medical 
treatment. Those that do not respond pass through 
three stages and end in death. The latter require 
abortion, but are frequently difficult to recognize 
during the first stage. Icterus may be transient and 
disappear under proper treatment, but when it is 
pronounced and permanent, the pregnancy should 
be interrupted. Intervention is necessary also when 
the urine is decreased to less than 500 c.cm. in 
twenty-four hours and contains albumin and bile 
pigments. Examination of the blood yields equivocal 
evidence. Some obstetricians favor abortion when 
the ammonia nitrogen shows a 25 per cent increase; 
others, when anemia with megaloblasts is found. 
In the second stage of hyperemesis, the clinical 
picture, which is dependent upon dehydration, 
decides the question. The best clinical criterion of 
the severity of the condition is acceleration of the 
pulse. In the third stage, intervention is futile. Bué 
concludes that abortion is indicated when there are 
signs of a grave toxemia. 

Neuritis. Neuritis may be localized in the vagus, 
phrenic, or optic nerves. Abortion is indicated in 
cases in which blindness is threatened and in cases 
of generalized neuritis. The latter is rare and usually 
associated with other signs of toxemia. 
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Pernicious anemia. Pernicious anemia is a rare 
complication of pregnancy. It is of slow and in- 
sidious onset and characterized by weakness, dysp- 
noea, and cedema. ‘The general clinical picture and 
the laboratory findings are discussed. The prog- 
nosis is grave; 90 per cent of the mothers die, and 
the child usually succumbs in the uterus. Auto- 
intoxication appears to be the most plausible cause. 
Without the induction of abortion, the maternal 
mortality is too per cent, and with abortion, 60 
per cent. 

Chorea. A chorea of childhood may recur during 
pregnancy, but there is also a chorea of pregnancy 
due to toxemia. As the severe forms of chorea 
accompanied by cerebral disturbances, agitation, 
and insomnia may lead to death, they constitute an 
indication for abortion. 

Albuminuria of pregnancy, exclusive of that oc- 
curring in pyelonephritis. Albuminuria occurring 
in pregnancy may be a true pregnancy albuminuria 
or due to an exacerbation of a previous nephritis. 
Both types are influenced favorably by abortion. 
The clinical aspects of the true pregnancy albuminu- 
ria are described. This type usually begins during 
the last three months and is due to a toxemia in 
which not only the kidneys but also other organs, 
particularly the liver, are affected. It is charac- 
terized by hypertension, amblyopia or amaurosis, 
headache, epigastric pain, dyspnoea without pul- 
monary changes, various sensory, motor, and psychic 
changes, chloride retention, and the appearance of 
bile pigment in the urine. Most cases respond to 
proper medical and dietary care. When such meas- 
ures fail, abortion is indicated. 

Recurrent albuminuria of pregnancy. As a rule, 
albuminuria occurring during pregnancy is transient 
and does not recur. In a few cases, however, it 
recurs in subsequent pregnancies although the 
woman was normal in the interim. The fetus usually 
dies and the mother’s life is threatened. Fochier 
and Fabre advise premature delivery if the fetus 
seems to be viable. 

Chronic nephritis during pregnancy. When chronic 
nephritis in pregnancy is evidenced only by con- 
stant, though slight, albuminuria without signs of 
renal insufficiency, delivery is normal. Renal insufli- 
ciency usually results in this condition, but as a 
rule it responds to medical treatment with limita- 
tion of the intake of salt and of water. If nitrogen 
retention and visual trouble (albuminuric retinitis) 
arealso present, the pregnancy should be interrupted. 
Intervention is indicated also in the type with hyper- 
tension in which eclampsia is threatened. 

Pyelitis. Pyelitis is very rarely an indication for 
abortion; medical or surgical treatment is usually 
successful. In cases with a grave infection or 
toxemia and a bilateral lesion, abortion is indicated. 

Renal tuberculosis. If renal tuberculosis was 
present before the onset of the pregnancy, it is 
usually manifested early in the gestation. If it is 
unilateral and the conditions of nephrectomy are 
met, nephrectomy is the ideal procedure. When the 
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pregnancy has progressed to the seventh month 
and the lesion is unilateral, it is usually better to 
temporize, but in a few cases the uterus should be 
emptied to allow proper investigation and operative 
interference. If bilateral renal tuberculosis is pres- 
ent and the pregnancy has not progressed beyond 
the fifth month (Dubois), abortion should be in- 
duced and the more seriously affected kidney re- 
moved. After the fifth month, medical and expec- 
tant measures are indicated. 

Cardiopathies. Cardiac disease complicating preg- 
nancy is pre-eminently amenable to medical treat- 
ment. Most pregnant women with cardiac disease 
can be carried to, or almost to, term. In a few cases, 
however, the pregnancy should be interrupted. The 
guides to follow are the condition of the myocardium 
and the cardiac rhythm. Audebertin gives the indi- 
cations for the induction of abortion as follows: 

1. Cases with signs of grave myocardial failure, 
dyspnoea without exertion, oedema of the extrem- 
ities, pulmonary congestion, bilateral rales, enlarge- 
ment of the liver, and tachycardia which resist 
treatment. When there is mitral stenosis, the prog- 
nosis without abortion is particularly unfavorable. 

2. Cases of complete arrhythmia which do not 
respond to digitalis. 

3. Cases of mitral stenosis without fibrillation or 
cedema but with constant severe tachycardia. 

Pulmonary tuberculosis. The author reviews the 
reports on pulmonary tuberculosis in pregnancy 
which were made at the Congress of Geneva in 1923. 
He takes the stand that in the presence of this com- 
plication the rule should be to allow the pregnancy 
to proceed and to treat the tuberculosis. If abortion 
is necessary, it should be induced only before the 
fifth month, and then only when it is certain that 
both the mother and the child would die without it. 
After the fifth month, abortion is associated with 
more danger than continuation of the pregnancy. 

Laryngeal tuberculosis. If laryngeal tuberculosis 
is recognized in its early stages, interruption of the 
pregnancy is indicated. When the tuberculosis is 
far advanced, abortion will cause an exacerbation. 

Tuberculous meningitis. In tuberculous meningi- 
tis, abortion is indicated only if the child is viable. 

Mental disease. ‘Ordinary insanity” occurring in 
predisposed pregnant women does not require abor- 
tion. In the true psychoses of pregnancy due to 
toxemia, abortion may lead to cure, but there is no 
assurance that it will do so. 

Acute hydramnion. Acute hydramnion is very 
rare and usually terminates in abortion. If sponta- 
neous abortion does not occur and symptoms of 
dehydration appear, abortion should be induced. 

Uterine hemorrhage. Spontaneous abortion often 
follows uterine hemorrhage. In rare cases a retro- 
placental hemorrhage occurs and demands imme- 
diate intervention. Uterine bleeding is most often 
due to endometritis, low implantation of the placenta, 
or hydatiform mole. Hydatiform mole is a tumor 
and should be removed. Severe hemorrhage re- 
quires immediate intervention. In repeated hemor- 
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rhage of less severity the indications are less clear. 
Bonnaire favors abortion when the red cell count is 
2,000,000 or less. A more accurate index to the 
anemia is the hemoglobin. In every-day practice, 
the pulse is the supreme guide. When the pulse is un- 
der 100, an expectant course may be pursued; when 
the pulse exceeds 100, the indications for interven- 
tion are urgent. Micuaet L. Mason, M.D. 


Mussey, R. D.: Toxzemia of the Later Months of 
Pregnancy. Its Prophylaxis and Treatment. 
Northwest Med., 1927, xxvi, 535. 

Mussey discusses the ordinary treatment of 
toxemia and stresses the importance of prenatal 
care with special attention to the diet and the pre- 
vention of an increase in weight. In severe cases of 
pre-eclamptic toxemia, marked improvement re- 
sults from the use of ammonium chloride or ammo- 
nium nitrate as a diuretic. The accepted methods of 
treating eclamptic convulsions include the adminis- 
tration of sedatives; the use of lavage and 
laxatives to improve elimination; subcutaneous, in- 
tramuscular, and intravenous medication; and 
termination of the pregnancy. The question is 
raised regarding the advisability of cesarean section 
as a method of rapid delivery in cases of pre- 
eclamptic toxemia and eclampsia in the absence of 
dystocia and other obstetrical indications. 


Paramore, R. H.: Chronic Nephritis, Accidental 
Hemorrhage, and Eclampsia. J. Obst. & 
Gynec. Brit. Emp., 1927, Xxxiv, 712. 

Paramore states that chronic nephritis, accidental 
hemorrhage, and eclampsia are interrelated, and 
when a woman with chronic nephritis becomes preg- 
nant, if abortion or miscarriage does not occur, she 
may eventually become eclamptic or uremic; in 
accidental hemorrhage, albuminuria may appear 
and eclampsia develop, even if no evidence of renal 
disease existed previously. 

While the complications of pregnancy in women 
with chronic nephritis can be attributed to the 
nephritis, toxemia following accidental hemorrhage 
is believed to be due to a cause other than renal 
insufficiency. 

The outstanding feature of pre-eclampsia is a 
diminished output of urine; eclampsia and diuresis 
are incompatible. When women with chronic ne- 
phritis become pregnant, they rarely become eclamp- 
tic. Eclampsia does not depend on inefficient kid- 
neys alone; it requires also inefficiency of the liver. 

The clinical differentiation between eclampsia 
and uremia is often impossible. A study of the post- 
partal progress is frequently necessary before a diag- 
nosis can be made. 

In the endeavor to distinguish between these two 
clinical entities, attention was directed to the state 
of the blood. In general, the blood pictures are 
different. In eclampsia, the non-protein nitrogen of 
the blood is not greatly raised; in uremia, the in- 
crease is marked. As the non-protein nitrogen of the 
blood in eclampsia is only slightly different from the 
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normal, the conclusion has been drawn that eclamp- 
sia is not a uremia—is not due to an increase of 
waste products in the blood nor to a primary defect 
of the excretory organs. 

The author discusses in detail the absorption from 
the intestinal tract and peripheral tissues and its 
importance in pregnancy toxemias. 

He believes that eclampsia is “‘simply a uremia.”’ 
He defines uremia as a pathological state charac- 
terized by a rise, even slight, of some nitrogenous 
waste or by-product in the blood, due to impair- 
ment of the liver or kidneys or both. 

Great stress is laid on the importance of the in- 
crease in intra-abdominal pressure. The compression 
of the abdominal visceral mass, the rise of waste 
products in the blood, and the increase in the vol- 
ume of the blood concomitant with pregnancy are 
determining factors. 

Paramore says that in chronic nephritis, abor- 
tion or miscarriage is a more common complication 
than eclampsia. This shows that autolytic prod- 
ucts arising in the placenta are not the cause of 
eclampsia, for if they were, pregnant women with 
chronic nephritis would become eclamptic more fre- 
quently than others. The efficiency of the liver 
saves these patients from eclampsia, and _ insuffi- 
ciency of the placenta, which becomes hemorrhagic 
and infarcted, explains the abortion or the mis- 
carriage. In chronic nephritis, the high blood- 
pressure in the systemic arteries is felt in the chori- 
onic or placental sinuses the walls of which, unable 
to meet such pressure, give way. In cases that go 
to term, the change in the kidneys is probably not 
very advanced, the rise of blood pressure is not 
great, and the walls of the placental sinuses may 
be unusually strong. The adherent placenta is yet 
to be explained. WatteR E. Levy, M.D. 


Mussey, R. D., and Crane, J. F.: Operations of 
Necessity During Pregnancy. Arch. Surg., 1927, 
XV, 720. 

The authors report that operations of necessity 
were performed on somewhat less than half of the 
pregnant women with surgical lesions who have 
entered the Mayo Clinic. The treatment of the 
rest of the group depended upon the nature of the 
lesion and the stage of gestation. Patients with gall- 
stone colic, a history of appendical attacks, or uterine 
fibromyomata should be carefully observed. 

If surgical intervention is found necessary during 
pregnancy, it should not cause more than ordinary 
concern. The mortality of operations upon pregnant 
women is no greater than the mortality of similar 
operations on non-pregnant women. The incidence 
of miscarriage is not appreciably greater as a result 
of the operative procedure than the normal in- 
cidence of miscarriage. The time of election for 
operations is the first five months, but extra-abdom- 
inal operations may be performed at almost any 
period of gestation. Varo has emphasized that, if 
possible to avoid them, pelvic operations should not 
be performed at a time when the menses would have 
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occurred if the patient were not pregnant. Intra- 
abdominal operations should not be performed after 
the sixth month if they can be avoided. 

In the postoperative treatment a hypodermic 
injection of from '/6 to 14 gr. (0.11 to 0.16 gm.) of 
morphine is given every four hours for the first two 
or three days, the amount and frequency of the 
dosage being then gradually diminished according 
to the patient’s condition. No laxative is given by 
mouth until the fifth or sixth day, and then only a 
mild one. Retention enemas of about 2 oz. (62 gm.) 
of warm sweet oil may be given on the third or 
fourth night and followed the next morning by an 
8-oz. (248 gm.) simple enema. The usual post- 
operative diet may be allowed. 

Operations should be deferred until after confine- 
ment, if possible. Any necessary operation can be 
performed prior to the fifth month of gestation with- 
out undue risk to mother and child. 

An operation for uterine myoma is rarely neces- 
sary during pregnancy. The removal of large cysts 
of the ovary is less dangerous to the mother than 
expectant treatment. 

Gastrectomy, splenectomy, nephrectomy, and 
resection of the rectum for carcinoma may be per- 
formed without undue risk during pregnancy. 


LABOR AND ITS COMPLICATIONS 


Gibbons, R. A.: The Causation of the Onset of 
Labor. J. Obst. & Gynec. Brit. Emp., 1927, xxxiv, 
739- 

After a review of the theories regarding the cause 
of the onset of labor, beginning with the idea ad- 
vanced by Hippocrates, Gibbons discusses at length 
the possible causes due to the mother and those due 
to the fetus. Among the former are the endocrine 
glands, the uterus, the placenta, and emotional 
stimuli. Possible fetal causes are the fetal blood 
and the action of the cyclical processes. 

Gibbons concludes his article by saying that his 
object has been to show “how profoundly ignorant 
we are of the causation of labor . . . an ignorance 
which should stimulate workers in the field of re- 
search in obstetrics to place us beyond the realms 
of theory.” A. H. Giappen, Jr., M.D. 


Van Auken, W. B. D.: Morphine and Magnesium 
Sulphate Infiltrations and Colonic Ether In- 
stillations in Thirty-Nine Consecutive Labor 
Cases. N. York State J. M., 1928, xxviii, 14. 

Of the thirty-nine consecutive cases of labor in 
which the author studied the effects of synergistic 
analgesia, nineteen were those of primipare and 
twenty those of multipare. Under thirty-six divi- 
sions, all details bearing on the case were charted 
and remarks were recorded with regard to the 
end-results. When the unfavorable results were 
not attributable to the treatment, this fact was 
explained. 

Twenty-four women were definitely relieved of 
pain for from two to eight hours; six were partly 
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relieved (one expelled part of the retention enema). 
In two cases, the relief was doubtful: one patient 
was a neurasthenic and the other did not receive 
sufficient treatment. In seven cases, there was no 
apparent relief. One of these seven expelled a large 
amount of the retention enema; four others were 
given only the first injection as the treatments were 
started too late for the administration of the oil 
ether. Four of the thirty-nine labors were appar- 
ently delayed by the treatment and one went out of 
labor. The latter was a multipara who had had in- 
frequent pains for seven hours preceding the initial 
hypodermic containing 1/6 gr. of morphine with 2 
c.cm. of magnesium sulphate. At the time of the 
injection the cervix was soft and dilated two and one 
half fingers and pains were occurring every five 
minutes and lasting thirty seconds. The pelvis was 
normal and the vertex at the superior strait was in 
a left occiput-posterior transverse position. The 
only complication was fibroids in the lower uterine 
segment. The record states that the hypodermic 
was apparently given too early. 

The average duration of labor in the entire series 
was fifteen hours and sixteen minutes. In the multi- 
pare, the average duration was fourteen hours and 
twelve minutes, and in the primipare, sixteen hours 
and twenty minutes. 

In conclusion the author submits the reports of 
seven obstetricians “outside of New York.” In a 
total of 642 cases, the method was successful in 67 
per cent, partially successful in 21 per cent, and un- 
successful in 12 per cent. In a series of 180 cases it 
was successful in all. In a series of 200 cases, it was 
successful in 70 per cent, partially successful in 28 
per cent, and unsuccessful in 2 per cent. The poorest 
results were obtained in a series of 50 cases, in which 
the anesthesia was satisfactory in only 34 per cent, 
partially satisfactory in 36 per cent and poor in 30 
per cent. The poor results were attributed to in- 
duction of the rectal anesthesia at the wrong time. 

Peter GraFFAGNINo, M.D. 


Bohnen, P.: A Case of Rupture of the Aorta During 
Labor, and a Case of Defect of the Septum 
(Ueber einen Fall von Aortenruptur unter der 
Geburt und einen Fall von Septumdefekt). Zen- 
tralbl. f. Gynaek., 1927, li, 2398. 

The first case reported by the author was that of 

a primipara, aged twenty-six years, who was brought 

to the hospital in the ninth month of pregnancy with 

strong labor pains. The history, the dyspnoea, and 
the loud systolic murmur over all of the valves in- 
dicated the presence of a cardiac defect. Shortly 
after admission to the hospital, the patient sud- 
denly raised herself, collapsed, and died. A cesarean 
section was done, but the child was found dead. 
The autopsy report stated that the mother’s death 
was due to rupture of the aorta above the valves 
and at the aortic arch, hemopericardium, and 
severe general arteriosclerosis, especially in the 
abdominal aorta and the arteries at the base of the 
brain. The most important factor causing the rup- 


ture was the hypertension produced in the injured 
vascular system; during the labor, which was in- 
creased as the result of an arteriosclerotic contracted 
condition of one kidney and hypoplasia of the other. 
The second case which Bohnen reports was that 
of a primipara twenty-one years of age who, with 
an existing defect of the septum, went through 
delivery quite satisfactorily except for a transitory 
atony after expulsion of the placenta (low forceps 
delivery). Death occurred on the third day of the 
puerperium. The defect of the septum was dem- 
onstrated at autopsy. Bounen (G). 


Rascol: Delivery Expedited by Means of Large 
Median Anterior and Posterior Incisions Made 
in the Cervix at the Onset of Dilatation Be- 
cause of Fetal Distress (Accouchement brusqué au 
moyen de grandes incisions médianes antérieure et 
postérieure du col tout 4 fait au début de la dilata- 
tion pour souffrance foetale). Bull. Soc. d’obst. et. de 
gynéc. de Par., 1927, Xvi, 555. 

Rascol reports the case of a primipara four days 
past term. With the onset of slight pains, the mem- 
branes had ruptured spontaneously. When the 
patient was seen by Rascol soon thereafter the fetal 
heart tones were irregular and scarcely perceptible, 
and could not be counted. Examination revealed a 
dilatation of 114 cm., a deeply engaged head, and a 
very thin soft cervix. 

A deep incision was made in the midline of the 
anterior and posterior lip of the cervix and the baby 
immediately extracted. Ten minutes were required 
to accomplish resuscitation. Severe hemorrhage 
occurred as the result of uterine inertia, but there 
was no bleeding from the cervical incisions. 

Examination of the patient at the time of her 
discharge revealed no trace of the incision in the 
posterior lip and only a niche of about 1 cm. in the 
anterior lip. Goopricu C, ScHAUFFLER, M.D. 


Rascol: Three Cases of Median Anterior and 
Posterior Incisions Made in the Cervix in the 
Course of Labor Prolonged by Rigidity of the 
Cervix (Trois cas d’incisions doubles médianes 
antérieure et postérieure du col au cours d’accouche- 
ments dystociques par rigidité du col). Bull. Soc. 
d’obst. et de gynéc. de Par., 1927, xvi, 559. 


Rascol reports three cases in which anterior and 
posterior incisions were made in the cervix prior to 
delivery as recommended by Audebert. The dilata- 
tion varied from 3 to 5 cm.; the cervices were very 
rigid and infiltrated; the labors were prolonged; and 
morphine was ineffectual. In two cases the head was 
low, but in one case it was high and the pelvis was 
contracted. Though the incisions can be made with 
comparative exactness by touch alone, the use of a 
double bladed speculum and a Museux forceps is 
very helpful. 

No complications resulting from this procedure 
have been observed. In two cases, examination 
twenty days after delivery revealed that healing 
had not yet occurred, but in one case no trace of the 
incisions remained at the end of that time. 
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The author regards the procedure described as 
much superior to others which have been used for 
thesame purpose. Goopricu C. ScHAUFFLER, M.D. 


Oulié, G.: Five New Cases of Subcutaneous Ex- 
teriorization of the Uterine Incision After Late 
Cezesarean Section (Cinq nouvelles observations 
d’extériorisation sous-cutanée de la cicatrice d’incision 
utérine aprés césariennes tardives). Bull. Soc. d’obst. 
et de gynéc. de Par., 1927, xvi, 628. 

In July, 1925, the author reported a case in which 
cesarean section had been performed twenty-four 
hours after the rupture of the membranes and after 
the application of forceps. The uterine wound was 
exteriorized and only the skin sutured over it. Four 
months later, after localized infection and gaping 
of the uterine wound followed by progressive disin- 
fection and cicatrization of the skin, Oulié liberated 
the uterus and restored it to its normal position. 
The patient recovered and is now well. 

Since 1925, Oulié has performed this operation 
five times and all of the patients have recovered. He 
finds that it has been performed also by several other 
surgeons. The technique may differ in detail, but 
the chief point is the fixation of the uterine wound 
outside of the peritoneal cavity and beneath the skin. 

The operation has two slight disadvantages. In 
the first place, it is a two-stage operation. However, 
the second stage is very simple if it is performed 
late. In the second place, secondary hysterectomy 
is not easy in cases of serious infection. Secondary 
hysterectomy is possible, however, if a Mikulicz 
drain is used. In cases of extremely serious infec- 
tion, a hysterectomy should be performed imme- 
diately. 

The operation described has the advantage of 
being simple, rapid, and easy. In the author’s 
cases it required from twenty-five to thirty-five 
minutes. Except in one case, Oulié’s only assistant 
was a nurse. It is much easier for an inexperienced 
surgeon to perform this type of operation than a low 
cesarean section or a Portes operation. The uterus 
and adnexa remain in the abdomen and the perito- 
neum is not infected. No adhesions form later. 
The liberation and replacement of the uterus can be 
accomplished with complete asepsis. In cases of in- 
fection, the breaking down of the uterine wound 
makes it possible to disinfect and irrigate the uterus. 
This type of operation is indicated in cases requir- 
ing a late cesarean section and those in which a 
light infection is known to be present or is suspected. 
Seriously infected cases require caesarean section 
followed by hysterectomy. 

Auprey G. Morcan, M.D. 


Garipuy: Six Cases of Hemorrhage Following 
Delivery Which Were Treated by Clamps Left 
in Place (Six cas d’hémorrhagies survenues aprés 
l’accouchement et traitees par la mise en place de 
pinces 4 demeure). Bull. Soc. d’obst. et de gynéc. de 
Par., 1927, xvi, 562. 


The author reports six cases of postpartum 
hemorrhage—one uterine and the others cervical. 
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Of the latter type, he has seen only five cases in 
fifteen years. These were all successfully treated by 
clamping the bleeding edges and allowing the clamps 
to remain in place for from ten to forty-eight hours. 
In every case the tears were due to necessarily 
hurried delivery (forceps, manual dilatation, in- 
cisions, etc.), In no case did the bleeding begin 


again following removal of the clamps. In one 
case, a vesical fistula was caused by the use of 
Museux forceps. The author favors the use of 
straight clamps. The procedure was successful in 
one case in which suture failed. 

xsooDRICH C. SCHAUFFLER, M.D. 


Brehm, W., and Weirauk, H. W.: Separation of 
the Symphysis Pubis During Labor. Am. J. 
Obst. & Gynec., 1928, xv, 187. 

A systematic and routine X-ray study of the 
pelvis was made in the cases of fifty-four women 
before and within three hours after delivery, normal 
or abnormal. Photographic errors were avoided by 
the use of a standard technique. The cases were 
then divided into four groups depending upon the 
degree of separation and the presence or absence of 
symptoms. The results were as follows: 

1. No separation in twenty-five cases or 46.29 
per cent (normal). 

2. Slight separation (from o.5 to 0.9 cm.) in 
fifteen cases or 27.77 per cent (first degree). 

3. Moderate separation (from 0.9 to 2 cm.) in 
thirteen cases or 24.0 per cent (second degree). 

4. Severe separation (2 cm.) in one case or 1.85 
per cent (third degree). 

The first group showed no symptoms. In the 
second group, motion caused pain over the pubes. 
Crepitation or a slipping sensation was felt with the 
examining finger under the suprapubic arch. Re- 
tention, incontinence, and prolapse of the urethra 
and bladder usually occurred. In these groups, no 
difficulty was experienced in walking. The fourth 
group showed an exaggeration of the symptoms men- 
tioned plus a waddling gait which persisted for 
several weeks or months. 

Treatment was not needed in the first two groups 
and was only rarely necessary in the third group. 
For cases of the fourth group, the authors recom- 
mend anticipation of the separation; a long, slow 
labor with medication for the relief of pain; careful 
observation for fetal distress; “ironing out” of the 
pelvic floor; and emptying of the bladder and rectum. 
After delivery, the entire pelvis should be strapped 
and a pelvic swathe applied. Catheterization should 
be done if necessary, 5 per cent argyrol instilled, and 
residual urine noted. The patient should be kept in 
bed for from twenty-one to twenty-eight days with 
no exercise, and should continue to wear the swathe 
for three months after she is allowed out of bed. 
Surgical apposition of the separated bones may be 
necessary. 

Separation of the symphysis pubis occurs during 
delivery more frequently than was formerly believed. 
The authors are therefore of the opinion that an 
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X-ray examination should always be made in cases 
of suspected disproportion. 
Rosert M. Grier, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Zillboorg, G.: Malignant Psychoses Related to 
Childbirth. Am. J. Obst. & Gynec., 1928, xv, 145. 
The author stresses the fact that the term “puer- 
peral psychosis” connotes merely a mental disorder 
occurring in relation to, and usually following, child- 
birth, and that there is no definite clinical entity to 
be classified under this heading. Disregarding the 
toxic and infectious psychoses, which are the same 
in pregnant and parturient women as in other sub- 
jects, both male and female, he raises the question 
as to the etiology of the so-called idiopathic group. 
It is possible that the psychic resistance of women 
with such psychoses is too low to withstand the 
strain of childbirth. These women, therefore, should 
exhibit signs of low resistance which might be recog- 
nized before the development of a definite mental 
disease. 

Zillboorg has made a search for signs of low re- 
sistance in malignant, i.e., chronic and incurable, 
psychoses and gives detailed histories of four typical 
cases. He concludes that the patient likely to de- 
velop a psychosis during pregnancy or shortly after 
its termination will frequently manifest a person- 
ality of the schizoid type, prominent elements in 
the history being a story of premarital shyness and 
of persistent frigidity after marriage. Habits of 
childhood, such as eneuresis or masturbation, may 
be carried over into adult life, showing an arrest in 
the psychophysiological development. An antago- 
nism toward the husband may develop during preg- 
nancy, and is invariably observed in every puerperal 
case of the type under discussion. When a woman 
of this type has weathered one pregnancy success- 
fully, her postpartum reactions should be studied 
very carefully as another pregnancy, if permitted, 
might precipitate a malignant psychosis. This oc- 
curred in one of the cases reported. 

E. L. Kine, M.D. 


Seymour, H. F.: A Case of Pneumococcal Peritoni- 
tis During the Puerperium, with Recovery. 
J. Obst. & Gynec. Brit. Emp., 1927, Xxxiv, 793. 

Seymour reports a case of pneumoccocal peritoni- 
tis which developed on the ninth day following a 
normal delivery. On the sixth day the patient was 
given 5 gr. of bihydrochloride of quinine intra- 
muscularly and 60 c.cm. of polyvalent antistrep- 
tococcic serum, as it was believed that the case was 
one of streptococcal infection. 

On the ninth day, a diagnosis of peritonitis was 
made and the abdomen was opened and drained. 
A culture taken at this time showed pneumococci. 
Convalescence was greatly prolonged, the fever 
persisting for about six weeks. 

Seymour has found only one similar case reported 
in the literature. A. H. GLappEN, Jr., M.D. 
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Latzko, W.: The Surgical Treatment of Puerperal 
Processes (La terapeutica quirurgica de los procesos 
puerperales). Rev. argent de obst. y ginec., 1927, xi, 
157. 

The first extirpation of the uterus in puerperal in- 
fection was performed in 1886 by Schultze in a case 
of putrid placenta which could not be removed in 
any other way. The extirpation was supravaginal. 

Theoretically, the operation is justifiable because, 
if the infection is still localized, removal of the uterus 
will prevent generalization of the disease. However, 
it is extremely difficult to determine whether the in- 
fection is still localized. Latzko believes that supra- 
vaginal amputation is justified in cases with con- 
tinued high fever and chills. Extirpation in puer- 
peral sepsis requires particular care on account of 
the great virulence of the contents of the uterus. 

Puerperal pyemia is treated surgically also by 
ligation of the veins. Latzko presented his first 
case of ligation of the veins for puerperal pyemia 
before the Medical Society of Vienna in 1905, and 
in 1910 he was able to report thirty-seven cases. 
Today, ligation of the veins has become an impor- 
tant part of his operative technique. 

Puerperal pyemia should not be confused with 
metrophlebitis. The latter is a local condition, 
whereas the former is general. It is difficult, as in 
extirpation of the uterus, to determine just the right 
moment at which to perform the operation, but as 
these processes are chronic, haste is not urgent. 
At first, Latzko ligated the hypogastric, but he now 
prefers to ligate the common and external iliac, 
because this does not cause thrombosis of the foot. 
If both uterine venous plexuses are thrombosed or 
if the thrombosis has extended to the common iliac, 
the vena cava may be ligated. Korn, in 1923, 
collected from the literature the reports of seven 
cases in which ligation of the vena cava was done 
with recovery in four. 

The author believes that operation should imme- 
diately follow a diagnosis of puerperal peritonitis, 
just as cases of rupture of an extra-uterine preg- 
nancy. The object of operation in puerperal peri- 
tonitis is to evacuate the fluid containing the toxins 
and virulent bacteria, to overcome the meteorism 
and intestinal paralysis, and to treat the weakness 
of the circulation that follows the peritonitis. 
Generally the primary focus is not eliminated as 
the patients are not able to stand the operation. 

Latzko operates under light ether anesthesia 
without the Trendelenburg position. When there is 
great meteorism of the large intestine, the intestine 
may be punctured and the puncture sutured. In- 
tense meteorism of the small intestine may be treat- 
ed by the formation of a Witzel fistula. These pro- 
cedures are generally not necessary. 

After having sponged out the exudate, Latzko 
irrigates the abdomen with 200 gm. of ether. For 
drainage, he uses a cofferdam drain, which is similar 
to the rubber dam used in dentistry. The abdominal 
wound is closed except for the drainage opening, 
and the patient then placed in Fowler’s position. 
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Latzko believes that the use of ether and the 
cofferdam drain are important improvements in the 
technique. The incidence of cure in his cases has 
increased from 21.2 to 29.2 per cent since his adop- 
tion of these modifications. After the operation is 
finished, or before if necessary, an intravenous injec- 
tion of physiological salt solution containing adrena- 
lin is given. During the convalescence, circulatory 
stimulants are administered. 

While surgery is not brilliantly successful in 
puerperal peritonitis, it has saved many lives. 

Auprey G. Morean, M.D. 


NEWBORN 


Riviere, M.: Presentation of Children Who Had 
Meningeal Hemorrhage at the Time of Birth 
(Présentation d’enfants ayant été atteints d’hé- 
morragie méningée au moment de la naissance). 
Bull. Soc. d’obst. et de gynéc. de Par., 1927, xvi, 649. 

In July, 1925, Riviére presented some children 
before the Société d’Obstétrique in order to show the 
immediate effects of lumbar puncture in cases of 
meningeal hemorrhage. In the course of the dis- 
cussion that followed his demonstration, several of 
the members of the society said that the late results 
were deplorable in such cases. Therefore, Rivicre 
again presented the same children more than a year 
after birth. 

Of the seven children, four had never shown the 
slightest trace of the hemorrhage, although two had 
had particularly severe hemorrhages and the im- 
mediate prognosis had seemed hopeless. One of the 
children was apparently dead at birth and did not 
walk until it was twenty-two months old. However, 
at the time of the demonstration, it showed only 
slight residual signs of the hemorrhage. Another 
child was very abnormal physically and mentally. 
Lumbar puncture was not performed, but the clinical 
picture was definitely that of meningeal hemor- 
rhage. However, the father of this child had a 
recently acquired syphilitic infection. 

Meningeal hemorrhage at birth is apparently be- 
coming more and more frequent, but perhaps this 
is due to the fact that lumbar puncture is now being 
performed more frequently after difficult labor. 
Some of the children do not show any clinical signs 
of meningeal hemorrhage. When the clinical signs 
are marked, lumbar puncture gives a high per- 
centage of immediate survivals and the late results 
do not seem to be as unfavorable as is generally sup- 
posed unless the child has a specific taint. 

Aubrey G. Morcan, M.D. 


MISCELLANEOUS 


FitzGibbon, G.: Some Points in Obstetrics for 
Reconsideration and Possible Revision. J/rish 
J. M..Sc., 1928, 6's, 17. 


FitzGibbon states that the number of cesarean 
sections performed in any one of the past few years 
because of pelvic contraction has been as great as 


the number of craniotomies and difficult forceps 
deliveries resulting in delivery of stillborn infants in 
any year in the past two decades. In spite of the 
number of sections, there has been only a very small 
diminution in the number of craniotomies and in 
the number of infants born dead as the result of 
labor. In the author’s opinion, the fault must lie 
in the mode of treatment—the use of operative 
measures in cases in which they were unnecessary 
and the use of only conservative measures in cases 
in which operative procedures would have been of 
benefit. 

Antenatal supervision has reduced the incidence 
of eclampsia but not that of toxemia. In fact, 
the number of cases of albuminuria during pregnancy 
has increased in the postwar years. Prenatal care 
deals with the abnormality after it has arisen, and 
while such care prevents the disease from developing 
into its more serious terminal state, it does not pre- 
vent the occurrence of the condition. A healthy 
woman never develops albuminuria without pre- 
viously—up to the twentieth week of pregnancy 
putting on an abnormal amount of weight. There- 
fore, an excessive increase in weight in the first 
half of pregnancy should be watched for in prenatal 
clinics in order that toxemia can be prevented. 

The statistical reviews have resulted in a false 
evaluation of cesarean section by unduly magnify- 
ing the danger of operations when it is performed 
late, and comparing that danger with the lesser risk 
of operation performed earlier under favorable cir- 
cumstances. They have thereby established an 
unjust reputation of safety for the operation when 
it is performed early. 

FitzGibbon calls attention to the fact that this 
operation has an inherent mortality of 2 per cent 
which has not been reduced in twenty-five years. 
He believes that with such a mortality rate, it is 
unjustifiable for this operation to compete with 
natural delivery. The fear of allowing a woman with 
a contracted pelvis to have a test of labor has ob- 
scured the true facts of contracted pelvis and the 
relative importance of pelvic contraction. 

There is considerable vagueness in the present 
teaching as to the normal position of the fetal head 
in relation to the pelvis in the last four weeks of 
pregnancy. The author believes that in both 
primipare and multipare the fetal head should be 
engaged in the pelvis, and that any case in which the 
head is sufficiently above the pelvic brim to be 
mobile should be considered abnormal, irrespective 
of the size of the pelvis. 

Avsert W. Horman, M.D. 


Rhenter, J.: Separation of the Mother and Child 
and Means of Preventing It (La séparation de la 
mére et de l’enfant et les moyens de léviter). 
Gynéc. et obst., 1927, xvi, 246, 345; Presse méd., 
Par., 1927, XXXV, 1314. 

This article is largely sociological, having to do 
with the question of the decreasing birth rate in 

France. Rhenter says that each year a large number 
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of newborn infants are separated from their mothers 
despite the measures that have been taken to dis- 
courage the practice. He believes that more aggres- 
sive measures should be taken, not only by the 
State, but also by the members of the medical pro- 
fession. 

Many mothers abandon their babies because of 
shame or poverty, making no attempt to see that 
they are placed so that they will receive proper 
care. The number of abandoned babies is still 
astounding in spite of the fact that it has slightly 
diminished. In the Department of the Rhone the 
number dropped from 452 in 1921 to 377 in 1925. 
The mortality among these infants is very high, 
averaging about 40 per cent. 

The number of infants placed in nurseries or 
homes shortly after birth seems to be increasing. 
It appears that, in Paris, one of every five infants 
is placed in a nursery. The lack of proper care and 
feeding in many such establishments is attested by 
the fact that of 70,000 infants so placed in the 
period from 1920 to 1926, only 770 (1 per cent) were 
breast fed. The mortality of infants cared for in 
nurseries is at least double that of infants cared for 
by their mothers. 

Many mothers are, of course, ignorant of the 
dangers of artificial feeding and do not realize the 
claims that their children have upon them. Social 
conditions also play an important réle. In many 
instances the mother must work and is obliged to 
place her child in a nursery because she finds it 
impossible or inconvenient to keep it with her. 
Poverty is an important factor. In some cases the 
lack of proper housing is responsible for the placing 
of a child in an institution. In a few instances, of 
course, as when the mother is suffering from tuber- 
culosis, dementia, or puerperal psychosis, separation 
of the mother and child is advisable. 

There are a number of establishments at pres- 
ent which attempt to better the condition of babies 
left without maternal care, but these tend to en- 
courage rather than discourage the separation of 
mother and child. In many of these nurseries wet 
nurses are provided so that the infant receives some 
mother’s milk, but it is found that the wet nurse’s 
child does better than the stranger. In most of 
these nurseries, artificial feeding is practised ex- 
clusively and the mortality among the infants is 
high. The best plan seems to be to place the child 
in a private home where it will receive a mother’s 
care and will be under the supervision of a physician 
and visiting nurse. 

Rhenter classifies the measures adopted or sug- 
gested to discourage or prevent the separation of 


mother and child into three groups: the psychological 
and moral, the lega!, and the institutional. He be- 
lieves that every physician should aid in the cam- 
paign for the education of prospective mothers. 
Prospective mothers should have impressed upon 
them the great value to the child of proper care and 
maternal feeding. In some hospitals the mother is 
required to nurse her child for fifteen days after 
delivery, and it is found that during this time she 
often becomes so attached to it that she will not 
consider separation. Some lying-in hospitals have 
associated nurseries to which the mother may go for 
a time after delivery. 

Legally the greatest help would be assured by 
some measure which would give financial aid to 
nursing mothers. There is at present an act which 
gives each working mother who is nursing an infant 
two periods of one-half hour each during her working 
day when she may feed her child. 

There are now certain charitable institutions 
where a nursing mother may receive food. Many of 
the larger industrial institutions give financial aid to 
the families of their employees when a child is born 
and regularly increase the pay of the employee with 
each addition to his family. Postnatal clinics in 
association with prenatal and maternity clinics are 
of great value. 

The working mother presents problems which are 
solved in various ways. If the child can be left at 
home in the care of some member of the family 
while the mother goes to work, it can be given two 
artificial feedings during the mother’s absence. The 
results of this plan are excellent. If home conditions 
do not permit such an arrangement, the child may 
be placed in a day nursery. Day nurseries should 
be under very strict surveillance. In Paris, about 
fifty large factories and similar establishments pro- 
vide facilities which make it possible for the mother 
to bring her child to work with her and nurse it 
during the day. This plan is excellent and should be 
encouraged. 

‘When the mother is without a home, the child is 
usually illegitimate. For such cases, various types 
of maternal homes have been founded. In some of 
these the mother is delivered and may remain for a 
time. Others are connected with maternity hos- 
pitals, while still others have no connection with a 
maternity hospital but care for the mother and 
child for from three to eight months. 

Rhenter believes that more use should be made 
of the means at hand; that further aid from the 
state should be forthcoming; and that there should 
be more widespread education of prospective 
mothers. Micuaet L. Mason, M.D. 
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ADRENAL, KIDNEY, AND URETER 


MacKenzie, D. W., and Hawthorne, A. B.: Uni- 
lateral Renal Aplasia. Surg., Gynec. & Obst., 
1928, xlvi, 42. 


‘ 


The authors apply the term ‘‘renal aplasia” to 
complete absence or incomplete development of a 
kidney. They report six cases—three in males and 
three in females. The ages of the patients ranged 
from nine to forty years. In four of the six cases the 
aplasia was on the left side. The symptoms which 
caused the patient to seek medical advice were 
usually on the side of the remaining kidney, but in 
three cases there was definite pain on the side of the 
aplastic kidney and in one of them the pain was 
confined solely to that side. In all but one case the 
frequency, burning, and pyuria were due to infection 
of the solitary kidney. 

There were no associated genital abnormalities in 
any of the patients. In one case, no evidence of a 
ureteral orifice could be found in any region of the 
bladder, the urethra, or the vagina. In three cases 
there was a short rudimentary ureter which was 
patent for some distance. In two, the rudimentary 
ureter ended blindly, but in one case it was continued 
as a fibrous cord attached to the aplastic kidney 
tissue in that region. Evidence of renal tissue was 
found in five of the cases. 

The differentiation between renal aplasia and 
secondary atrophy is difficult to make histologically. 
Oertel is of the opinion that in secondary atrophy 
of the kidney there is usually some evidence of a 
ureter and pelvis. Henry L. Sanrorp, M.D. 


Delzell, W. R., and Harrah, F. W.: Eleven Cases of 
Ruptured Kidney. J. Urol., 1928, xix, 131. 

The patients whose cases are reviewed by the 
authors were males ranging in age from thirteen to 
forty-six years. In eight cases the right kidney was 
involved. In ten cases the rupture was caused by 
trauma. Slight violence may cause rupture of the 
kidney when the organ is in a state of hydraulic 
tension. 

In two cases the rupture of the kidney was com- 
plicated by a fracture of the left tenth rib, and in 
one of these the fracture masked the renal symptoms 
for some time. Floating ribs may be of importance 
‘in the production of renal rupture. Kidneys may be 
lacerated by being caught between the ribs and 
vertebra. In one of the cases reviewed the kidney 
ruptured spontaneously after several attacks of 
renal colic occurring over a period of seven years. 
In the ulcerative process preceding this rupture, in- 
fection played an important part. Ruptured cysts, 
infected hydronephrosis, abscesses, tuberculosis of 
the kidney, ruptured infarcts, and tumors may 


serve as contributing factors. Pathological and dis- 
tended kidneys are more easily ruptured than nor- 
mal undistended kidneys. 

Kidney ruptures may he benign or grave. In six 
of the cases reviewed the lesion healed under 
expectant treatment. The hospitalization time 
averaged nine days. Primarily benign lesions may 
become serious if they become infected. The sever- 
ity of the condition depends upon the renal area 
affected. A small laceration in the renal pelvis may 
allow alarming extravasation and a small lacera- 
tion in a large vessel may cause a fatal hemorrhage, 
whereas a larger tear in the cortex, especially if it 
is subcapsular, may be benign. 

The symptoms in the cases reported were pain, 
tenderness, hematuria, nausea and vomiting, 
weakness, pallor, abdominal swelling, and ecchy- 
mosis. The hemorrhage was accompanied by pallor 
in all cases and by shock in two. The erythrocyte 
count ranged from 1,900,000 to 4,c00,000. The 
hemoglobin and blood pressure were correspond- 
ingly diminished and the pulse rate was accelerated. 
The leucocyte count varied from 13,000 to 18,000 
except in one case secondarily infected which 
showed 41,600 leucocytes with a preponderance of 
polymorphonuclears. The temperature was not 
high in uninfected cases. It became subnormal as a 
result of shock and showed a characteristic eleva- 
tion due to absorption. Nausea and vomiting 
occurred in three cases. In one case in which they 
were accompanied by other signs of peritoneal irri- 
tation, abdominal pain, tenderness, and rigidity, 
they led to an erroneous diagnosis. Unilateral 
rigidity of the abdominal muscles was present in all 
cases. Generalized rigidity occurred twice. In one 
case, examination revealed a large area of ecchymo- 
sis in the left flank and a large mass in the upper 
right quadrant. One patient showed symptoms of 
perineal extravasation. 

The symptoms appeared immediately or within 
one hour in seven cases and in from six to eight hours 
in two cases. Three patients were able to go home 
after the injury. One patient presented no symptoms 
for ten days although the kidney was completely 
divided. 

In the benign cases, symptomatic and supportive 
treatment was given. Morphine was administered 
to relieve the pain and urinary antiseptics were used 
to prevent infection. Subpectoral injections of saline 
solution were given when indicated. Operation was 
necessary in three traumatic cases. In the first, the 
upper pole was found to be completely shattered. No 
fresh hemorrhage occurred at operation. The clot 
and kidney fragments were removed. Secondary 
infection followed. The kidney was saved by the 
early surgical interference. 
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In the second case, an intraperitoneal injury was 
suspected. Operation revealed a bulging of the 
ascending colon and the peritoneum beneath it. 
The right kidney showed a laceration at the middle 
of the upper half. The wound was bleeding freely, 
but the renal pelvis was not involved. The hem- 
orrhage was controlled by suture of the kidney. Re- 
covery followed. 

The third case required nephrectomy because of 
persistent bleeding for eight days. Pyelography 
revealed a severe injury of the kidney. The organ 
was embedded in clot and fibrin and showed several 
lacerations with marked injury of the pelvis. Re- 
covery resulted. 

Cases with a persistent decrease in the blood 
pressure and erythrocyte count and an increasing 
pulse rate should be operated upon. Those with 
only slight pain and evidence of secondary hemor- 
rhage and with hematuria as the chief symptom 
may be treated expectantly in a hospital and kept 
under close observation until the hematuria sub- 
sides. Cystoscopy is usually not necessary for 
diagnosis, but should be done in occasional cases to 
determine the condition of the damaged kidney. In 
selected cases, pyelography is an aid. A moderate 
leucocytosis (13,c00 to 18,000) may not indicate 
infection as it may be due to absorption of the blood 
clot and secondary anemia. 

It is safer to investigate doubtful cases under 
regional anesthesia than to treat them expectantly. 
Regional anesthesia has the advantage of not 
increasing the blood pressure. Operation is indicated 
to prevent exsanguination, extravasation, and 
infection. The morbidity depends more upon the 
state of shock and subsequent infection than upon 
the amount of the secondary hemorrhage. 

Louis NEUWELT, M.D. 


Cumming, R. E.: Polycystic Kidney Disease. J. 
Urol., 1928, xix, 149. 

Cumming says that a patient with polycystic kid- 
neys is as old as the cyst development. When the 
cysts reach a certain stage they are ripe and life is 
no longer possible. The completely developed 
disease has been found at birth as well as in old age. 
In the examination of the patient, all diagnostic 
maneuvers must be made with the utmost care. 
Simultaneous catheterization of both ureters is 
dangerous, and bilateral pyeclography is definitely 
contra-indicated. 

The pelvis of a polycystic kidney is rarely dilated, 
but is usually narrow and lengthened in contra- 
distinction to that of the hydronephrotic kidney. 
The cysts of the polycystic kidney are closed, while 
those of the hydronephrotic kidney are in communi- 
cation with one another. Polycystic disease is always 
bilateral, but may be more developed on one side 
than on the other. Frequently it is associated with 
deformities in the skeleton and in other organs, 
especially the liver. 

Retention alone does not explain the cyst forma- 
tion. The condition is the result of a partial arrest 


of development at the mesosplenic stage followed 
by degenerative ehanges. In adult life, the cysts 
contain blood, pus, and evidences of infection. 
According to Braasch, hematuria is a definite sign 
in 40 per cent of the cases. 

The etiological factor is an inherited protoplasmic 
insufficiency which is manifested by delayed differ- 
entiation of cellular unit structure. A familial his- 
tory is of great diagnostic value. 

The condition causes pain, hematuria, albumi- 
nuria, and a palpable tumor. Pyelography shows 
the renal pelvis to be elongated but not dilated. 
The urine is abundant and of low specific gravity. 
At any time, a fatal uremia may develop. 

The treatment is largely medical—regulation of 
the patient’s diet and habits and the prevention of 
excesses and exposure. Conservatism is fundamen- 
tal because surgery offers but little. Even the 
evacuation of the cysts advised by Rovsing seems a 
hopeless task. A stubborn hematuria may be 
checked by catheter drainage and the use of a 
weak solution of silver nitrate. Intensive accessory 
elimination is important. 

The author’s conclusions are based upon thirty- 
one cases of his own and four cases reported by Low- 
sley. BENJAMINE F. Rotier, M.D. 


Thomas, G. J., and Kinsella, T. I.: Some Data 
Concerning the Clinical Course of Renal 
Tuberculosis. J. Urol., 1928, xix, 95. 


The conclusions in this article are based on a 
study of about 4,500 urine specimens and 660 
guinea-pig inoculations. The material was obtained 
from a hospital devoted to the study and care of 
patients with tuberculosis in which each patient 
whose urine contains leucocytes, pus cells, numerous 
epithelial cells, or other pathological elements is put 
through the following routine: 

The genitalia are cleansed and a voided specimen 
is examined. If the same findings are then made, 
six specimens, one each week, are injected into the 
same guinea pig. Two of these are twenty-four hour 
specimens. Six weeks after the last injection, the 
guinea pig is killed and examined grossly and 
microscopically. The same sediment may give 
positive findings in a smear and negative results on 
guinea pig inoculation. Large ureteral urines are 
carefully studied. Pyelograms are made unless 
contra-indicated. 

Patients with extra-urinary tuberculosis may 
have a renal infection. An active early renal infec- 
tion may be present without characteristic symp- 
toms. The lesion may be so small that it does not 
appear in a pyelogram. With the healing of the 
lesion, the urine may become negative. The kidney 
may become reinfected or the original lesion may 
become active. The early non-destructive lesion is 
difficult, if not impossible, to diagnose. 

The authors report three cases of clinically gross 
or destructive lesions which became quiescent under 
treatment with rest. In each case nephrectomy 
had been refused. 
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Subsequent pyelograms which show a small pel- 
vis are indicative of favorable progress. If the 
patient is able to resist the infection in other parts 
of the body and if the urinary symptoms improve 
or disappear, it is thought that the kidney lesion 
has a chance to heal. 

In conclusion, the authors emphasize that resist- 
ance to tuberculosis may manifest itself in the kid- 
ney as well asin the other organs. The finding of the 
bacillus in one kidney and not in the other one does 
not necessarily indicate nephrectomy. If one kidney 
is grossly infected and the other one, though in- 
fected, is without a gross lesion, nephrectomy is 
not contra-indicated if the patient’s resistance is 
good. Sanatorium treatment should be instituted 
as renal tuberculosis is a part of a general disease. 

CLAUDE D. PIcKRELL, M.D. 


Fischer, A.: Malignant Tumors of the Kidney in 
Childhood (Ueber die malignen Nierengesch- 
wuelste des Kindesaliers). 14 Tag. d. ungar. Ges. f. 
Chir., 1927. 

The author discusses the frequency of malignant 
tumors of the kidney in infants and young children. 
He has collected 106 cases from the recent literature 
and has seen 7 cases himself. He reviews the ana- 
tomical relationships, histological structure, and 
pathogenesis of these tumors. In cases of renal 
blastoma in children the chief sign of the condition 
is the quickly growing tumor; hemorrhage and pain 
are rare. The author describes the very malignant 
course of such blastomata and then discusses their 
differential diagnosis. He states that in the future 
special urological examinations will be of great aid 
in the diagnosis as modern small instruments allow 
cystoscopy, ureteral catheterization, and pyelog- 
raphy even in infants. 

The prognosis of malignant renal blastomata is 
unfavorable. Irradiation therapy is of no avail, and 
operative treatment is associated with a high pri- 
mary mortality and is quickly followed by recurrence. 
The literature reports only a few cases in which 
the patient survived operation by three or five 
years. 

In the 7 cases treated by the author a trans- 
peritoneal nephrectomy was done. The operative 
mortality was 27 per cent whereas in the cases re- 
ported in the recent literature the average mortality 
was 37.9 per cent. Of the 5 children who recovered 
from the operation, 3 died from recurrence within a 
few months, 1 has been well for two years, and 1 has 
been well for seven months. Von LopMayer (Z). 


Crosbie, A. H.: Secondary Nephrectomy. J. U7rol., 
1928, xix, 181. 

Crosbie has found that the treatment of acute 
pyonephrosis is rendered safer by preliminary drain- 
age under local anesthesia. He has delayed ne- 
phrectomy in such cases for as long as three weeks. 
He does not drain a tuberculous kidney. He em- 
phasizes that he does not recommend preliminary 
drainage as a routine procedure for suppurative con- 


ditions of the kidneys, but regards it as advisable 
in the cases of patients who are too septic to stand 
the radical operation. BENyAmin F. Rotter, M.D. 


Kramer, S. E.: Observations on the Rate of Ureteral 
Regeneration; Preliminary Report. Surg., 
Gynec. & Obst., 1928, xlvi, 216. 

Kramer cites three experiments on dogs which 
seem to cast some light on the rate of ureteral regen- 
eration and epithelization. Successful anastomosis 
and canalization occurred after only five days of 
bridging of the ureteral gap by a ureteral catheter. 
Leakage of urine did not seem to affect the rate of 
repair in ureteral anastomosis as much as lack of 
splinting. Stenosis of the lumen was found to be 
lessened by shortening the period of bridging. 

The author presents the following conclusions: 

1. Ureteral injury may occur during the course 
of difficult gynecological operations. Indwelling 
ureteral catheters should therefore be used during 
the operation as a precaution against such accidents. 

2. Ureteral regeneration, canalization, and epi- 
thelization occur rapidly when a ureteral splint is 
provided. 

3. Because of the tissue reaction aroused by the 
foreign body, the period of splinting or bridging 
should not be unduly prolonged. It appears that a 
spliniing period of five days is ample to allow the 
re-establishment of ureteral continuity. 

4. Ureteral stenosis may be expected in every 
case of ureteral anastomosis, and is more marked in 
cases in which an actual gap between the ureteral 
edges has previously existed. 

5. Ureteral dilation is always indicated following 
ureteral operations, and should not be delayed too 
long. Epwin J. Kirkpatrick, M.D. 


BLADDER, URETHRA, AND PENIS 


Greene, L. B.: Traumatic Rupture of the Urinary 
Bladder in Children. Ann. Surg., 1928, 1xxxvii, 
3°7- 

Greene reports two cases of traumatic rupture of 
the bladder in children. The first was that of a boy 
eleven years of age who was admitted to the hos- 
pital after an automobile accident. Examination 
revealed an irregular deformity of the lower third 
of the left thigh, an irregular laceration of the 
lateral surface below this deformity, and a fracture 
of the descending ramus of the left os pubis. The 
abdomen was rigid and tender. A catheter, which 
passed easily, withdrew blood. Fluid introduced 
into the bladder was only partially recovered. A 
diagnosis of rupture of the bladder was made and 
operation performed a few hours later. 

The parietal peritoneum and the viscera were 
found to be intact, but the pelvis contained con- 
siderable blood and numerous clots. The bladder 
showed a ragged puncture wound in its left lateral 
wall near the sphincter and a clean tear about an 
inch long in the midline, extending to, but not in- 
volving, the sphincter. The bladder was open for 
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thorough inspection, but the wound was closed from 
without. Suprapubic and urethral drainage was 
established. On the twelfth day, urination was en- 
tirely normal. 

The second case was that of a girl four years old 
who was also injured in an automobile accident. 
Physical examination revealed bruises in the region 
of both hips and slight bleeding from the vagina. 
The entire abdomen was rigid, but the rigidity was 
most marked on the left side. There were no signs 
of free fluid or gas in the peritoneal cavity. X-ray 
examination revealed a fracture of the right ischium 
without displacement. A catheter in the urethra 
drained only a small amount of blood; fluid intro- 
duced could not be recovered. A diagnosis of extra- 
peritoneal rupture of the bladder was made. 

At operation, there was no evidence of intra- 
peritoneal injury. The preperitoneal tissues were 
suffused with blood. The bladder presented in the 
midline above the pelvic brim, and the urethra was 
completely torn across just distal to the bladder. 
The internal sphincter was intact. The bladder 
contained about 60 c.cm. of clear urine. The 
vaginal walls showed severe lacerations as far as the 
cervix, and the pelvic fascia was severely lacerated 
and bleeding profusely. The bladder was drawn 
down into position by means of a catheter introduced 
through the external urethral orifice and fixed with 
catgut. The pelvis was then packed with gauze and 
the wound closed. Convalescence was somewhat 
disturbed and on discharge from the hospital the pa- 
tient had incontinence of urine. At another opera- 
tion an attempt will be made to reconstruct the 
urethra by means of a plastic procedure. 

CiaupvE D. Hoimes, M.D. 


Cabot, H.: Catheter Cystitis—A Misnomer. J. 
Indiana State M. Ass., 1928, xxi, 1. 


The author believes that the technique of the 
surgeon and not the catheter is the essential factor 
in the production of so-called catheter cystitis. 

In cases of reflex retention of urine, such as 
occurs after operation or severe injuries, catheter 
cystitis is of frequent occurrence. In such cases the 
reflex mechanism of the bladder is temporarily 
deranged and although the bladder is known to be 
uninfected and the urinary tract normal, reflex re- 
tention and overdistention follow, the catheter is 
used, and infection results in from 15 to 20 per cent 
of the cases. 

An overdistended bladder furnishes a prepared 
soil for the growth of bacteria. Therefore over- 
distention should be prevented. The average nor- 
mal capacity of the bladder is believed to be 10 oz. 
Routine emptying of the bladder should be done 
when this point has been reached. Of course, this 
can be only guessed at, but the surgeon should 
watch the second six-hour postoperative period rather 
than the third and anticipate the development of 
overdistention. If infection occurs when this plan is 
followed, it may be expected to disappear. 

Tuomas F. FInecan, M.D. 


Ormond, J. K.: Diversion of the Urine in Intrac- 
table and Incurable Vesical Tuberculosis. J. 
Urol., 1928, xix, 109. 

Four conditions in which vesical tuberculosis may 
resist local treatment to the extent that some form 
of operative intervention becomes necessary are: 
(rt) bilateral renal tuberculosis, (2) tuberculosis of 
the kidney remaining after nephrectomy, (3) intrac- 
table cystitis following nephrectomy with possible 
stricture of the orifice and hydronephrosis of the 
remaining kidney, and (4) advanced genital tuber- 
culosis in the male. 

The end-results may be considered satisfactory 
only when the pain is relieved, the patient can be 
kept dry and free from odor, and the apparatus used 
is inconspicuous and easily applied. 

The author mentions eight procedures, but re- 
gards inguinal ureterostomy as the method of choice 
in most cases. He reports a case in which tuber- 
culosis was found in the kidney remaining after a 
nephrectomy performed three years previously. 
The dilated ureter was cut across as near the blad- 
der as possible and the end implanted in the wound 
in the inguinal region. Relief has been complete. 
Before the operation, the two-hour phthalein output 
could not be read. Five months after the operation 
it was 12 per cent. The patient’s general condition 
has improved to such an extent that she is able to 
continue her work. The urine drains into a bag 
through a rubber catheter which is inserted in the 
wound. 

Inguinal ureterostomy is simple, quickly per- 
formed, and comparatively free from danger. The 
fistula is easy to care for. 

In exceptional cases, bowel implantation may be 
justifiable but is associated with much greater risk. 

CLAuDE D. Pickreti, M.D. 


Hager, B. H., and Magath, T. B.: The Formation 
of Vesical Calculi. J. Am. M. Ass., 1928, xc, 266. 


The authors report cases of urinary lithiasis in 
which proteus ammoniz was isolated and adduce 
evidence that, under favorable conditions, calculi 
can be produced in the bladder experimentally by 
means of proteus ammonia. They suggest that a 
deficiency of Vitamin A may be favorable to the 
implantation of proteus ammoniz. 


Kreutzmann, H. A. R.: The Cause of Renal Back- 
Pressure in Obstructive Lesions of the Urethra 
and Bladder Neck. J. Urol., 1928, xix, 199. 


The author reports investigations carried out to 
determine the cause of dilatation of the upper part 
of the urinary tract in cases of obstructive lesions 
of the neck of the bladder and the urethra in adults. 
Cystograms and pyelograms were made in cases of 
prostatic hypertrophy and long-standing strictures 
of the urethra. The pathological changes and 
method of formation of organic changes in these 
conditions are practically identical. In some of the 
cases a marked thickening of the wall of the blad- 
der was found. Great difficulty was experienced in 








494 


passing a ureteral catheter through the intramural 
portion of the ureter, and in several instances post- 
mortem examination revealed a distinct thickening 
of the dilated ureter at the point where it passed 
through the bladder (intramural portion). Reflux 
was noted not infrequently; it was caused by infec- 
tion in the ureter. The author draws the following 
conclusions: 

1. Reflux is a terminal and not a primary phe- 
nomenon of prostatic hypertrophy and urethral 
stricture. 

2. A constriction of the intramural portion of 
the ureter causes dilatation of the upper urinary 
tract. 

3. The constriction is due to hypertrophy of the 
bladder musculature surrounding the ureters. 

Maurice I. Mettzer, M.D. 


Bailey, H.: Rupture of the Urethra. Brit. J. Surg., 
1928, xv, 370. 

There are two types of rupture of the urethra: 
(1) rupture of the bulb anterior to the compressor 
urethre muscle, complete or incomplete, and (2) 
intrapelvic rupture of the urethra. 

The signs of urethral rupture are bleeding from 
the meatus and a hematoma of the perineum. Most 
urethral ruptures are caused by injuries to the 
perineum. 

The author describes various operations for the 
correction of rupture of the urethra and emphasizes 
the inadvisability of the use of a retention catheter 
and the advisability of suprapubic cystostomy. 
The success of treatment depends primarily upon 
side-tracking the flow of urine from the normal 
channel through the suprapubic tube. Two weeks 
after a simple suprapubic cystostomy, a sound can 
be passed into the bladder with ease. 

Perineal procedures are associated with the risk 
of the subsequent formation of a severe traumatic 
stricture. 

Intrapelvic rupture of the urethra is very serious. 
Extravasation of urine always results. The rupture 
may occur at the apex of the prostate, or there may 
be an extraperitoneal tear of the bladder. The 
immediate treatment is suprapubic cystostomy and 
drainage of the space of Retzius. 

In case of backward displacement of the prostatic 
urethra, an attempt should be made to join the 
distal and proximal ends of the urethra at the time 
of operation. The major difficulty in this case is 
shock. If the general condition is poor, only a sim- 
ple suprapubic operation with drainage should be 
attempted. As a rule the general condition is not 
sufficiently good to allow the second stage of the 
operation as soon as necessary. Therefore the use 
of an indwelling catheter is often the only way to 
connect the distal and proximal portions of the 
urethra in backward displacement. A catheter may 
be inserted through the penis until it presents in 
the operative wound, and the torn end located by 
means of a sound placed through the prostatic 
urethra. The catheter in the penile portion may then 
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be inserted into the bladder or the catheter may 
be brought out through an incision made in the 
perineum. 

The author emphasizes that the only indication 
for the use of the retention catheter in injuries of 
the urethra is a complete intrapelvic rupture. The 
objection to the retention catheter in the treatment 
of lesions of the bulbous urethra—its stimulating 
effect on the formation of fibrous tissue—is not 
valid in the case of the membranous urethra as the 
latter shows little tendency toward stricture forma- 
tion. 

The work of Kidd, Pasteau, Iselin, Heintz-Boyer, 
and Marion on ruptures of the urethra is reviewed. 

ELMER Hess, M.D. 


GENITAL ORGANS 


Alyea, E. P.: Vasoligation a Preventive of Epidid- 
ymitis Before and After Prostatectomy. J. 
Urol., 1928, xix, 65. 

According to different reports, epididymitis fol- 
lows suprapubic or perineal prostatectomy in from 
20 to 40 per cent of cases. Of forty-five cases in 
which the vas was ligated at the time of prostatec- 
tomy, postoperative epididymitis occurred in only 
4.4 per cent. When the retention catheter is used 
for pre-operative urinary drainage, pre-operative 
epididymitis is frequent. Of fifty cases treated by 
prostatectomy in which vasoligation was done either 
before or shortly after the instrumentation, epidid- 
ymitis occurred in only 4 per cent. 

In the author’s cases, vasoligation is done under 
aseptic conditions and without the use of an anes- 
thetic. Each vas is isolated between the thumb and 
forefinger and picked up by the assistant with an 
Allis clamp. Holding the vas between the thumb 
and finger, the operator passes a Bonney needle with 
two strands of silkworm gut through the skin, under 
the vas, and out again as close as possible to the 
point of entrance. He then ties the gut tightly. 
The use of the two strands of silkworm gut de- 
creases the danger of cutting the skin. The gut is 
removed fifteen days after the operation. 

In four vasa studied from one to two weeks after 
ligation, India ink could not be forced through the 
section ligated. Whether or not the lumen is re- 
established after removal of the ligature, is not yet 
known. GitBert J. THomas, M.D. 


Collings, C. W.: Electrotome Excision of Prostatic 
Bar. J. Am. M. Ass., 1928, xc, 438. 


During the last four years the author has relieved 
obstruction at the neck of the bladder by means of 
the cutting high-frequency current in fifty-one 
cases. The operation is employed for three types 
of obstruction—the fibrous contracture and bar, 
the fibrous scar following prostatectomy, and the 
carcinomatous bar formed by a carcinoma of the 
prostate. The procedure is not suitable for adenoma- 
tous hypertrophy. The modified panendoscope used 
by the author and the technique of the operation 








ay 
he 


an 


1g 





GENITO-URINARY SURGERY 495 


are described. The results in selected cases are 
reviewed and important factors in the postopera- 
tive treatment are discussed. The article is sum- 
marized as follows: 

The cutting high-frequency current in the form 
of the electrotome will efficiently cut through 
fibrous, scar, and carcinomatous tissue at the blad- 
der neck. Fifty-one patients have been relieved 
from bladder-neck obstruction by this direct vision 
method. Two patients died of pneumonia, and one 
of carcinomatosis. The current cuts instead of 
cauterizing; hence there is no thick slough or 
secondary hemorrhage. Primary bleeding has never 
been more than enough to make the urine pink or 
sherry-colored with, at times, small clots. The pro- 
cedure described is a minor one giving relief in 
major lesions, apparently without grave complica- 
tions. Joun G. CuEeEetHam, M.D. 


Hunt, V. C.: Posterior Excision of the Seminal 
Vesicles. Ann. Surg., 1928, Ixxxvii, 257. 

The perineal route has proved satisfactory for 
the removal of uninflamed seminal vesicles, but in 
cases of disease of the vesicles with a perivesicular 
reaction the perineal exposure is not adequate for 
the complete removal of the densely adherent struc- 
tures. Hunt believes that the indications for seminal 
vesiculectomy should be restricted to cases of dis- 
ease of the vesicles that are not amenable to medical 
treatment. 

In the operation for posterior excision of the 
seminal vesicles the use of sacral anesthesia and 
the prone position on the table with elevation of the 
pelvis are factors of importance for complete re- 
laxation and adequate exposure. The incision is 
made in the median line and extended from about 
2.5 cm. above the anus—or sufficiently far above the 
anus to avoid division of the anal sphincters—to 
just above the sacrococcygeal articulation. It is 
carried down to the levators ani and the latter are 
divided in the anococcygeal raphe. Lateral retrac- 
tion of these muscles immediately exposes the 
rectum which is supported more or less loosely by 
areolar tissue. Excision of the tip of the coccyx 
facilitates mobilization of the rectum and the lower 
portion of the sigmoid by detaching them from the 
anterior surface of the coccyx and sacrum. It is 
emphasized that this procedure obviates the necessity 
for excision of the entire coccyx and for the higher 
transverse division of the sacrum which has been 
done in the more formidable methods of posterior 
excision of the vesicles. 

The seminal vesicles are separated from the rec- 
tum in their lower third only by the retrovesical 
fascia. The reflection of the peritoneum covers the 
superior two-thirds of the vesicles and is readily 
deflected upward after division of the rectovesical 
fascia. By mobilization and lateral retraction of the 
rectum and the lower portion of the sigmoid after 
division of the rectovesical fascia, the vesicles are 
immediately exposed and their complete removal 
by visible dissection is rendered possible. 


Extirpation of the vesicles may be accomplished 
with or without ligation of the vas deferens. How- 
ever, if there is a marked inflammatory reaction, 
the vas may be divided. In the cases reviewed by the 
author, there were no severe hemorrhages and the 
moderate oozing which sometimes occurred was con- 
trolled by a light gauze pack left in place for several 
days. 

Because of the accompanying perivesicular in- 
fection, drainage was instituted in every instance. 
After removal of the vesicles, the wound was closed 
by suturing the levators ani together in the median 
line. In every case, healing occurred without 
disturbance of function of the levators or of the anal 
sphincters. 

The author concludes that when the indications 
for seminal vesiculectomy are clear and based on 
definite pathological changes in the vesicles, the 
method described is not formidable, obviates the 
danger of injury to the anal sphincters, and facilitates 
visible extirpation of the vesicles. 


Kilfoy, E. J.: Teratoma of the Testicle—Diagnosis 
and Treatment. California & West. Med., 1928, 
XXVI111, 211. 

Teratoma of the testicle may occur at any age, 
but is most common between the second and third 
decades of life. The average age of ten patients 
whose cases are reviewed was twenty-nine and a 
half years. The tumor is potentially malignant to a 
high degree and the size of the primary tumor is 
no criterion of the duration of the lesion or the size 
of metastases. If carcinoma is present in a teratoma, 
the prognosis is extremely poor. If the lesion is 
strictly a teratoma, the prognosis is much more 
favorable. 

Because of the difficulty in making a correct 
clinical diagnosis, every questionable testicular 
tumor should be subjected to surgery and the tissue 
removed should be examined microscopically by a 
pathologist. 

Teratomata are much more frequent than is 
indicated in the literature. The relative amount of 
blastodermic tissue varies greatly in different 
specimens. 

The surgical treatment should consist in at least 
castration, including removal of the vas and inguinal 
lymph nodes. Operation should be followed by X- 
ray or radium treatment or both. 

When the patient is dismissed, he should be in- 
structed as to what to look for and to report for a 
check-up examination every three months for the 
first year and every six months for the following 
five years. Louts Gross, M.D. 


MISCELLANEOUS 


Bandler, C. G., and Killian, J. A.: The Practical 
Value of Chemical Analysis of the Blood in 
Urological Conditions. J. Urol., 1928, xix, 1. 

The authors made a study of 1,200 cases of uro- 
logical conditions from the standpoint of the chemi- 
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cal changes in the blood and the clinical course. 
The results of the chemical analyses of the blood in 
11 cases of renal impairment due to a pathological 
condition in the urinary tract are reported in detail. 
Two of these cases demonstrated the improvement 
of renal function that follows relief of urinary ob- 
struction due to prostatic hypertrophy and the forc- 
ing of fluids to increase the output of urine. Pre- 
operative improvement in renal function diminishes 
the surgical risk. Increasing the fluid intake has an 
appreciable effect on nitrogen retention only when 
the urinary obstruction is removed. 

In cases showing nitrogen retention, the prognosis 
should be based, not upon the concentration of any 
one nitrogenous waste product in the blood, but 
upon the relative concentrations of urea nitrogen 
and creatinine. When the retention of nitrogen in 
the blood is due to mechanical obstruction, the urea 
nitrogen and creatinine rise to the same extent. In 
chronic renal impairment, the concentration of cre- 
atinine is greater than that of urea nitrogen. 

In cases of mechanical obstruction of the urinary 
tract, the changes in the chemical composition of 
the blood are analogous whether the obstruction is 
in the urethra, bladder, ureters, or kidneys. The 
nitrogen retention observed after obstruction of one 
ureter is as great as that noted in bilateral urinary 
obstruction. The suppression of urine on the unob- 
structed side is apparently a reflex anuria. 

In following the course of a nephritic acidosis it 
is important to know the inorganic phosphorus and 
calcium of the blood serum in addition to the carbon- 
dioxide combining power of the blood plasma. 

Tuomas F. Finecan, M.D. 


Cockayne, E. A., Hare, D. C., Lepper, E. H., Mart- 
land, M., and Others: Discussion on the Treat- 
ment of Pyuria in Children. Proc. Roy. Soc. 
Med., Lond., 1928, xxi, 503. 

CocKAYNE discussed the causes of pyuria and 
emphasized the necessity of differentiating simple 
pyuria from that due to infections complicating a 
constitutional disease or malformation of the urinary 
tract. In simple pyuria the treatment should include 
rest in bed, a milk diet, a large intake of fluid, and 
the use of either alkaline drugs or urinary anti- 
septics, depending upon which of them cause the 
most rapid improvement. Before a diagnosis of 
simple pyuria is made, malformation of the urinary 
tract must be ruled out by roentgenography and 
cystoscopy. 

Hare, LEppER, and MARTLAND reported their 
observations on the reaction of the urine in relation 
to the treatment of infections due to coliform bac- 
teria with alkalies and with hexamine. 

They found that the administration of alkalies in 
infections of the urinary tract due to coliform bac- 
teria relieves the symptoms but does not cure the 
infection. Alkalies do not have a bactericidal action. 
The importance of the change produced by them 
on the hydrogen-ion concentration is discussed. The 
dose of alkali can be adequately controlled by tests 
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of the reaction of the urine only if certain precau- 
tions are observed. 

Hexamine acts as a urinary antiseptic by break- 
ing down into formaldehyde, which exerts a lethal 
effect upon coliform bacilli. Two factors of impor- 
tance in treatment with this drug are the capacity 
of the patient to secrete urine and the relative 
susceptibility of the infecting organism to the action 
of formaldehyde. 

EVERIDGE stated that in over 50 per cent of the 
cases of simple pyuria in children the cause of the 
condition is a gastro-intestinal disorder. In cases of 
frequently recurring attacks of pyuria, a thorough 
urological examination should be made for such 
conditions as tuberculosis, stone, stricture of the 
ureter, and developmental defects. 

LiLoyp, THomMPsON, WHITE, CAMERON, ADDISON, 
and Kipp emphasized the necessity for an accurate 
diagnosis in cases of chronic pyuria and cited numer- 
ous cases in which cystoscopy and X-ray examina- 
tions were the means of determining the cause. 

PATERSON stated that hexylresorcinol is the most 
effective urinary antiseptic now available. 

WINNECOTT called attention to the fact that cer- 
tain cases of acute urinary tract infection with 
pyuria tend to recover spontaneously, the disease 
running an acute course apparently with the estab- 
lishment of immunity. The management of recur- 
rent pyuria or chronic pyuria should include meas- 
ures to improve the general condition. 

WAUGH stated that in the treatment of chronic 
infection of the urinary tract, a physician, a bio- 
chemist, a bacteriologist, and a surgeon should co- 
operate. J. Epwin Kirkpatrick, M.D. 


Stevens, W. E.: Unusual Urinary Calculi. Califor- 
nia & West. Med., 1928, xxvili, 203. 

Stevens reports four cases of unusual urinary cal- 
culi. Jn the first case, the stones were situated in 
the right kidney, but there was no pain or sign of 
obstruction on the right side and the right kidney 
showed better function than the left kidney. 

In the second case, giant calculi were present 
simultaneously in both ureters. 

In the third case there was a false prostatic cal- 
culus weighing over 50 gm. Stevens believes that 
this calculus was formed primarily in the upper 
urinary tract and lodged and grew larger in a pouch 
or diverticulum of the prostatic urethra. 

In the fourth case there were numerous urethral 
stones with a wide distribution. 

In discussing the diagnosis of urinary calculi, 
Stevens emphasizes the importance of stereoscopic 
roentgenograms. With regard to the treatment, he 
stresses the importance of postoperative measures 
to clear up infection and overcome obstruction due 
to strictures, kinks, or other factors. He believes that 
in cases in which there are no subjective symptoms 
and the urinary findings are negative, operation is 
not indicated if the stones are not increasing in size, 
but the patient should be examined frequently. 

Louis Gross, M.D. 
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Braasch, W. F., and Hurley, M. V.: Granulomata 
in the Urinary Tract. J. Urol., 1927, xviii, 595. 

Braasch and Hurley apply the term “granuloma” 
to localized areas of hyperplasia of the mucosa and 
submucosa which are frequently observed in the 
urinary tract. These apparently result from inflam- 
mation and vary in size from minute patches to 
papillomatous proliferations. They may cause 
hematuria or favor persistent infection, and on in- 
spection may be confused with neoplasm. 

Granulomata in the kidney may be the cause of 
hematuria in hydronephrosis, chronic pyelone- 
phritis, and nephrolithiasis. The areas are red and 
bleed easily when traumatized. In chronic pyelone- 
phritis, the mucosal proliferation may be more 
predominant; the condition is then often called 
‘“‘pyelitis granulosa.” 

When granulomata in the ureter are localized, 
and especially when they are near the bladder, they 
closely simulate neoplasm. They may be associated 
with intramural stone. 

Granulomata occur commonly in association with 
cystitis, both the acute and the chronic. In some 
cases they may be small, low, and scattered dif- 
fusely. When the infection is more virulent, they 
may assume the size and appearance of epithelio- 
mata, especially in tuberculosis. When the tuber- 
culosis is in the kidney, the granuloma is often 
found close to the ureteral orifice. This situation 
does not seem to distinguish it from epithelioma, 
but a granuloma will flatten out on full distention of 
the bladder. The differential diagnosis is further 
discussed in connection with incrusted cystitis, 
recurring epithelioma, and bullous cedema. 

When granulomata of the bladder are due to 
chronic low-grade infection, destruction by fulgura- 
tion is not effective unless the cause of the under- 
lying infection is removed. This is true also of 
granulomata of the urethra, except in the case of 
meatal caruncle. 
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Lowsley, O. S.» The Relief of Congenital and 
Traumatic Incontinence of Urine by Operation. 
J. Am. M. Ass., 1928, xc, §11. 


The author describes a new procedure by which 
three cases of congenital and three cases of trau- 
matic incontinence of urine were cured. 

A suprapubic operation was done in the usual 
manner. When the bladder was opened, the in- 
cision was carried down into the posterior urethra, 
where a wedge-shaped piece of tissue was resected. 
This included the internal sphincter which was 
brought together by continuous catgut sutures 
around a No. 1o F. catheter. A cigarette drain was 
placed in the space of Retzius and the bladder 
closed in the usual manner around a double suction 
tube sutured at the highest point of the bladder 
wound. The abdominal wound was closed in layers 
so that the tube passed obliquely through it, emerg- 
ing at the highest point of the abdominal incision. 

In the female, a semicircular incision was made 
around the upper part of the urethral orifice and the 
entire upper and lateral surfaces of the urethra were 
dissected free from their attachments to the symphy- 
sis pubis and surrounding tissues, the dissection 
being carried back beyond the vesical orifice. The 
entire roof of the urethra and an inverted V-shaped 
portion of the vesical orifice were dissected away. 
The vesical orifice and the entire urethra were then 
sewed over a No. 1o soft rubber baby catheter. 
After the urethra was repaired, it was stitched 
tightly to the symphysis, the orifice being joined to 
the cut surfaces of the skin. The catheter was then 
removed and suprapubic suction drainage established. 

The urinary stream must be diverted. This is 
done best by a double suprapubic suction tube. 

In the reconstruction of the sphincteric portion 
of the urethra, this portion is made as small as pos- 
sible so that the muscles of the structure will have 
the greatest possible opportunity to become effective 
as a sphincter. Harry W. Praccemeyver, M.D. 











CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Sutherland, C. G.: The Differentiation of Osteitis 
Deformans and Osteoplastic Metastatic Car- 
cinoma. Radiology, 1928, x, 150. 


In osteitis deformans, pathological examination 
reveals extensive resorption and excessive new for- 
mation of bone, the transformation of the bone 
marrow into fibrous tissue, and the depositing of 
osteoid bone in the fibrous tissue. The thickness of 
the bone is increased by the formation of sub- 
periosteal bony layers, and spaces in the fibrous tis- 
sue filled with fluid or, occasionally, tumor-like 
masses with numerous giant cells are observed. 

The lesion commonly involves several bones, most 
frequently the spine and pelvis, head, femur, and 
tibia. Occasionally, involvement of the tibia occurs 
alone. A peculiar thickening, softening, and bending 
of the bone results. 

In carcinomatous osteitis the tumor cells lodge in 
the small venous sinuses, causing stasis and hemor- 
rhage which are followed by a reactive growth of 
fibrillar, osteoid, and osseous tissue. The cells be- 
come enclosed in the bone, assuming the function 
of osteoblasts. Bony tissue may be most abundant 
in the cellular areas of tumor cells where connective 
tissue is absent. Participation of connective tissue 
osteoblasts is also observed, and extensive resorp- 
tion of the new bone by osteoblasts may follow the 
plastic process. 

In osteitis deformans, the shadow in the roent- 
genogram shows a diffuse striation due to the exces- 
sive formation of fibrous tissue and suggests an 
increase in size and thickness. In carcinomatous 
osteitis, the shadow is finely granular, almost homo- 
geneous, and never striated, and there is no sugges- 
tion of an increase in size or thickness. 

In osteitis deformans there is little pain, whereas 
in carcinomatous osteitis the pain is severe and 
constant. 


Grossman, J.: Congenital Radio-UInar Synostosis. 
Med. J. & Rez., 1928, cxxvii, 186. 

In some cases of congenital radio-ulnar synostosis, 
heredity may play a réle. The condition may be 
unilateral or bilateral. There are two types—one 
with, and the other without, dislocation of the head 
of the radius. As a rule the deformity is one of 


fixed pronation with bending of the forearm. Move- 
ment at the wrist is usually more free than normal. 
The deformity is not incompatible with hard manual 
labor. 

A review of the literature on the condition reveals 
that there is as yet no agreement as to the treat- 
ment. 


In practically every case operated upon in 
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childhood there has been a recurrence. In the au- 
thor’s opinion, surgical treatment is not apt to be 
successful. 

Grossman reports three cases of his own, in all of 
which the condition occurred in the left arm. The 
patients were a girl of four years and two boys of 
thirteen and seven years. The family histories in 
these cases revealed no hereditary influence. In two 
cases the condition had been noticed for some time, 
but in one, although it had been present for a long 
time, was first noticed only a year previously. The 
disability was slight. A waiting policy was pursued 
in all three cases because, in the author’s opinion, 
past experiences with operative procedures did not 
justify surgical interference. 

FREDERICK A. Jostes, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Bristow, W. R.: Arthrodesis. 
XV, 401. 

Bristow states that the main indications for 
arthrodesis are pain and loss of function with or 
without deformity. 

In Pott’s disease and tuberculosis of the smaller 
joints, conservative treatment seems to be satisfac- 
tory, but in tuberculosis of the weight-bearing limb 
the end-results of conservative measures are frankly 
poor and operative fixation is indicated. In the 
cases of children with definitely established involve - 
ment, operative fixation will be less damaging to 
growth than the disease. 

In fixation of the ankle joint it is well, after re- 
moving the cartilage, to dig into the calcaneous bone 
of the tibiofibular mortice to obtain good contact 
for the smaller astragalus. The author advocates 
arthrodesis of the ankle when the joint is painful 
following fracture. 

In arthrodesis of the knee, accurate bone contact 
may be maintained by introducing bone pegs and 
embedding the patella. 

For arthrodesis of the hip, the method of Hibbs 
seems to be a good procedure. 

RosBert V. Funston, M.D. 


Gray, H. T.: The Stabilization of the Flail Leg. 
Brit. J. Surg., 1928, xv, 390. 


Brit. J. Surg., 1928, 


Gray urges revision of the accepted views regard- 
ing arthrodesis of the knee in cases of extensive 
infantile paralysis of the lower limbs. The cases 
selected by him for this operation fall into two 
groups: (1) those in which there has been no return 
of muscle power, and (2) those in which recovery 
has been so slight that the limb cannot support the 
weight of the body. 
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In the operation described, use is made of a 
spicule of bone about 3 in. long which is obtained 
from the crest of the tibia. The condyles are de- 
nuded and the surfaces approximated. The spicule 
is introduced into a hole drilled in the epiphyses of 
the tibia and the femur. 

Gray has used this method for eight years and 
has had no failures from it. He has found, how- 
ever, that the bone graft alone is not sufficient to 
cause ankylosis; denudation of the joint surface 
is quite essential. The risk of the operation is neg- 
ligible. The disadvantages of a stiff limb appear to 
be small in comparison with the tedious expenditure 
of time required to put on and take off an appliance. 
The operation can be done without damaging the 
epiphyses. Rosert V. Funston, M.D. 


FRACTURES AND DISLOCATIONS 


Hey Groves, E. W.: Damages to Bones and Reputa- 
tions. Lancet, 1928, ccxiv, 167. 

The author reviews 100 consecutive cases of frac- 
ture in which primary treatment was carried out 
with unsatisfactory results. He classifies them into 
groups according to the bone involved and discusses 
the factors responsible for the poor results. 

In the cases of fracture of the humerus, consulta- 
tion was most often sought because of non-union 
or the complications of an ineffective plating opera- 
tion. When the fracture was in the upper portion 
of the shaft, near the tuberosities, joint dysfunction 
was the most frequent difficulty. 

Among the cases of fracture of the elbow there 
were two in which a fracture of the olecranon had 
been overlooked and stretching of the fibrous union 
had occurred. The other cases in this group were 
cases of fracture of the lower end of the humerus 
in children and young adults which had resulted 
in more or less stiffness of the elbow and in three 
instances had led, in addition, to ischaemic contrac- 
ture. 

In most of the cases of fracture of the radius and 
ulna, the complication was displacement of the 
shaft of the radius toward the ulna so that the hand 
deviated toward the thumb and supination was 
lost. Of this group, five were cases of fracture in 
which some form of operation had been performed 
unsuccessfully. 

In all but one case of Colles’ fracture, deformity 
with loss of function had resulted from incomplete 
reduction of the displacement. 

In the fractures of the neck of the femur, difficulty 
resulted from non-union, painful fibrous union, or 
mechanical coxa vara. In the cases of fracture of 
the shaft of the femur, consultation was sought 
because of sepsis, malunion, or complications of 
plating operations. 

In the cases of fracture of the tibia and fibula, the 
difficulties were due to malunion, delayed union, 
non-union, or compound fracture. 

In the cases of fracture of the ankle, the poor 
result was due to incomplete reduction which caused 
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valgoid deformity of the foot and a painful and stiff 
ankle. 

Fifty legal cases are grouped according to the 
bones involved. With few exceptions, the alleged 
negligence consisted in failure to employ the X-ray 
in the diagnosis and treatment. 

The author emphasizes the importance of mak- 
ing a critical examination of the fracture within a 
week or ten days after it is put up, in order to obtain 
absolute proof regarding the contact and alignment 
of the bones. He suggests that in rural districts a 
mobile X-ray plant be provided. 

Emphasis is placed upon the unfavorable com- 
plications resulting from plating operations in which 
the plate or screws fail to hold, and especially upon 
the danger of plating in cases of compound fracture. 
For every successful result from the plating of open 
fractures, there are ninety-nine failures. 

The chief factor in successful treatment is sim- 
plicity. The bones are displaced by the original 
violence, by gravity, and by the pull of the muscles. 
The first essential in reduction is efficient traction 
in the axis of the limb. Therefore every practitioner 
should master some method of applying such 
traction. GerorGE C. HENSEL, M.D. 


Werenskiold, B.: A Contribution to the Roentgen 
Diagnosis of Epiphyseal Separations. Acta ra- 
diol., 1927, viii, 419. 

True separations of the epiphysis without dis- 
placement can be diagnosed from the detachment 
of a thin lamella from the diaphysis. This lamella 
lies in the interstice between the epiphysis and the 
diaphysis and is found in 53 per cent of mixed 
epiphyseal separations. 

True separations of the epiphysis are by no means 
rare; they constitute 20 per cent of cases of epi- 
physiolysis radii. They are most common between 
the ages of ten and twenty years. 


Robert, E. L.: The Treatment of Ankle and Leg 
Fractures by the Delbet Ambulatory Plaster 
Splint. Brit. J. Surg., 1928, xv, 414. 

The ambulatory treatment originally described 
by Delbet has been adopted by the author for the 
treatment of fractures of the ankle and certain frac- 
tures of the leg. The technique, including the mak- 
ing of the plaster bandages, is described in detail, 
and eleven cases treated in this manner with very 
satisfactory results are reported. 

Weight bearing may be allowed within three or 
four weeks. The plaster is changed whenever it be- 
comes too loose. Motion at the knee and ankle is 
free throughout the treatment. The use of the 
Delbet plaster shortens the period of treatment and 
renders unnecessary the tedious and expensive course 
of physiotherapy required by other methods. 

In leg fractures, the transmission of the full 
weight through the site of the fracture, which is 
made possible by the use of the Delbet plaster, 
stimulates the rapid formation of strong callus. 
RoBert V. Funston, M.D. 











BLOOD VESSELS 


Pemberton, J.deJ.: Arteriovenous Aneurism. Arch. 
Surg., 1928, xvi, 469. 

Following a discussion of the symptoms, diag- 
nosis, prognosis, and treatment of arteriovenous 
aneurism, Pemberton presents the salient features 
of sixteen cases of acquired arteriovenous aneurism 
in tabular form and reports two cases in detail. 

The symptoms are both local and systemic. The 
thrill is pathognomonic and its point of greatest 
intensity marks the site of the lesion. The increase 
in the size of the limb when the lesion is peripheral, 
the distortion and engorgement of the vessels, the 
increase in the temperature near the fistula and the 
decrease in the temperature distally, the trophic 
disturbances, and the abnormal sensations in the 
affected part are described. 

In the cases reviewed, systemic signs were usually 
noted. The reasons for their presence and the 
variation in their severity are discussed. The sys- 
temic signs consist in changes in the pulse rate and 
blood pressure, an increase in the blood volume and 
the size of the heart, and evidence of pathological 
changes in the heart. 

The recognition of the lesion should present no 
difficulties. The symptoms and physical signs, 
together with the increase in the oxygen content of 
the venous blood in the vicinity of the lesion, put 
the diagnosis beyond question. 

The prognosis depends upon the size of the fistu- 
lous opening. In rare cases, a fistula closes sponta- 
neously, but this occurs only in the early months. 
In other cases there is a tendency toward enlarge- 
ment of the opening with increasing embarrassment 
of the circulation and death from heart disease. 

The object of treatment is to obliterate the arte- 
rial leak without interfering with the distal circu- 
lation. The method of accomplishing this varies 
with the type and site of the lesion and the efficiency 
of the collateral circulation. The general procedure 
in the treatment of congenital arteriovenous aneu- 
rism and the steps in the treatment of acquired 
arteriovenous aneurism are described. 

In the two cases reported in detail the aneurism 
involved the femoral artery and vein. In the first 
case, it was situated in the left groin. The fistulous 
tract was excised together with segments of the 
artery and vein. The beneficial effects of the opera- 
tion on the local and systemic manifestations are 
described. Complete vascular studies made before 
and after the operation are recorded. 

In the other case, the tract was not definitely 
isolated and ligation around it failed to obliterate 
the communication. Subsequently the tract was 
excised with a_section of the artery and vein. Con- 


SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


500 


valescence was disturbed by the appearance of a 
cystic tumor in the pelvis. After expectant treat- 
ment, this tumor was removed. It was found to 
contain old blood clots. The author attributes the 
formation of the cyst to injury of the femoral 
artery at an earlier operation. 


Fedeli, F.: Arteriovenous Aneurism (Sull aneurisma 
artero-venoso). Arch. ital. di chir., 1927, xx, 98. 


Fedeli reports a case of aneurism of the femoral 
artery in a man twenty-six years of age which was 
due to a shrapnel wound. The anatomical condi- 
tions were such that removal of the sac was im- 
possible without endangering the vitality of the 
vessel. Quadruple ligation was therefore per- 
formed. The operation was done under tropo- 
cocaine spinal anesthesia. Vascularization and nutri- 
tion of the limb were perfectly re-established, and 
there has been no recurrence of the aneurism such 
as has developed in some of the reported cases in 
which the sac was not removed. 

Curves made of the pulse over both femoral 
arteries and the apex of the heart show that the 
expansions of the aneurismal sac were greater than 
those of the normal artery, and that in the artery 
with aneurism there was a slight retardation in the 
beginning of the arterial diastole from the time of 
opening of the aortic semilunar valve. Diastole 
was more abrupt and the transition from arterial 
diastole to systole took place more rapidly in the 
artery with aneurism than in the normal artery, 
but the dicrotic wave was more marked in the 
normal artery. These differences were due to the 
decrease in the elasticity of the wall of the artery 
with aneurism. The more rapid emptying of the 
artery with aneurism was due to the passage of a 
part of the blood into the vein. 

Aubrey G. Morcan, M.D. 


Arteriovenous Aneurisms (Sur les 


Mocquot, P.: 
Bull. et mém. Soc. 


anévrismes artério-veineux). 
nat. de chir., 1927, liii, 1150. 
The author agrees with Moure that in cases of 
vascular injuries it is often better to delay operation 
until after the occurrence of cicatrization and the 
formation of an aneurism, provided there is no gross 
hemorrhage and no foreign body near the vessels. 
He notes however, that Moure does not mention 
through-and-through perforation of the artery. 
Mocquot has seen two cases in which the artery 
showed a double perforation and for a conserva- 
tive operation it would have been necessary to 
resect the wounded part of the artery and re-estab- 
lish its continuity by circular suture. He ligated and 
extirpated only the wounded segment, and both of 
the patients recovered. 
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Mocquot believes that Moure attributes too much 
importance to the sac in arteriovenous aneurisms, 
since it is only because of clinical analogy that an 
arteriovenous aneurism is called an aneurism. From 
the standpoint of anatomy and pathological phys- 
iology, an arteriovenous aneurism is very different 
from an arterial aneurism. In the later, the sac is 
essential, but in an arteriovenous aneurism the com- 
munication between the artery and vein with the 
short-circuit of the circulation is the important 
factor. The sac cannot be used to repair the artery. 

The article contains the reports of two cases of 
gunshot wound in which, because of difficulty in local- 
izing the lesion, it was necessary to operate several 
times for recurrent aneurism. In the first case there 
were two arteriovenous communications—one in the 
femoral and one in the circumflex vessels. Mocquot 
describes also an operation in a case of arteriovenous 
aneurism due to a stab wound. He concludes that 
extirpation, if not the ideal method for arteriovenous 
aneurism, is at least the procedure which is most 
frequently indicated and which gives the most 
constant results. Auprey G. Morcan, M.D. 


Lecéne: Arteriovenous Aneurisms (Sur les anév- 
rismes artérioveneux). Bull. et mém. Soc. nat. de 
chir., 1927, lili, 1198. 

The author discusses the treatment of arteriove- 
nous aneurisms, particularly those which occur close 
to the trunk on the extremities. When an aneurism 
is situated distally, hemostasis is easily effected by 
the method of Matas, i.e., by placing an Esmarch 
bandage around the limb distal to the lesion and a 
tourniquet proximal to it. When the aneurism is 
higher up, this method cannot be applied and some 
method of temporary ligation, as with a red rubber 
tube (Nélaton), is recommended. The Matas method 
is non-traumatizing and efficacious. 

Lecéne reports two cases which were treated 
during the war. The lesions were almost identical, 
both affecting the femoral artery in Scarpa’s tri- 
angle. First, the external iliac artery was exposed 
and hemostasis secured by means of a small rubber 
sound. The aneurism was then exposed and the 
vein opened up so that the communication could be 
explored with the view of lateral suture of the 
artery. The hemorrhage was so great, however, 
that this course was abandoned and a quadruple 
ligation of the vein and artery close to the fistulous 
opening was performed instead. Numerous enlarged 
veins draining into the femoral artery also required 
ligation. The second case was analogous to the first 
except that it had been operated upon previously 
and the ligation had been performed too far away 
from the site of the aneurism to effect a cure. 

From his experience, the author concludes that 
in young persons there is no danger of circulatory 
disturbances in the extremities following quadruple 
ligation. Attempts to save the main artery are time- 
consuming and carry with them grave danger 
of secondary hemorrhage. If a direct and accessible 
communication is found, lateral suture of the arterial 


wall may be justified. Ligation should be made as 
close to the aneurismal communication as possible. 
It is not always necessary to expose the vessels to 
the periphery; in some cases the lesion may be closed 
by whipping it over with sutures. 

MicwaeEt L. Mason, M.D. 


Yater, W. M.: Acquired Arteriovenous Fistula. 
Ann. Surg., 1928, |xxxvii, 19. 

Yater reports four cases of acquired arteriovenous 
fistula. In three cases, a determination of the 
oxygen content of blood taken from a vein in the 
region of the fistula revealed the presence of arterial 
blood in the venous channel, as would be expected. 
This test is suggested as a pathognomonic criterion 
in all cases in which there is doubt as to the presence 
of an arteriovenous anastomosis. 


Leriche, R.: Traumatic Arteriovenous Aneurisms 
of the Limbs (Sur les anévrismes artério-veineux 
traumatiques des membres). Bull. ef mém. Soc. nat. 
de chir., 1927, liii, 1397. 

Leriche noted the exact situation of the lesion in 
only five of his nine cases of traumatic arteriovenous 
aneurism. He found that the arteriovenous fistula 
occurred instantaneously at the time of the injury. 
In some instances there were dilatations of the 
vein. In the one case of arterial dilatation, the elas- 
tic fibers had disappeared in the greater part of 
the arterial pocket and the muscular fibers were 
separated. 

When the sac is formed secondarily at the expense 
of an encysted hematoma, it does not take long for 
the formation of an arteriovenous aneurism. 
Leriche has seen complete endothelization after 
fourteen days. He is of the opinion that the con- 
nective tissue proliferation which welds the artery 
and vein together is due to transformations such as 
occur in all traumatized connective tissue. If op- 
eration is not done within the first few days it 
should be deferred for two or three months. 

In his nine cases, Leriche obtained excellent 
results from resection of the fistula with quadruple 
ligature. He discusses the immediate, secondary, 
and remote phenomena following experimental 
arteriovenous fistula and reports a case of arterio- 
venous aneurism of the femoral vessels with con- 
siderable cardiac reflux, cardiac resonance, dilatation 
of the heart, and a murmur. The aneurism was 
cured and there was very slow diminution in volume 
of the heart, but the murmur still persisted after 
six months. ANNA L. Pace. 


Auvray: The Treatment of Arteriovenous Aneurisms 
(A propos du traitement des anévrismes artérioso- 
veineux). Bull. et mém. Soc. nat. de chir., 1927, 
liii, 1156. 

The author has treated nine cases of arteriovenous 
aneurism. In one, the procedure consisted in sup- 
pression of the communication and lateral suture of 
the artery. The result was very satisfactory. In the 
eight others—cases of war wounds—the complexity 
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of the condition rendered it impossible to preserve 
the circulation by lateral suture of the artery and 
the treatment consisted in quadruple ligation with 
extirpation of the sac. This group included one case 
each of arteriovenous aneurism in the upper part of 
the axilla, the lower part of the axilla, the upper 
part of the brachial vessels, the elbow, the super- 
ficial femoral vessels at the apex of Scarpa’s triangle, 
the popliteal space, the external carotid artery and 
internal jugular vein, and the common carotid and 
internal jugular vein. 

In none of these cases was there any disturbance 
of the circulation. Auvray therefore agrees with 
Moure that quadruple ligation usually gives excel- 
lent functional results in arteriovenous aneurism. 
However, a recent case of knife wound of the femoral 
artery at the root of the thigh has convinced him 
that, under the conditions of civil practice, it is 
better to try to suture the artery. The case in point 
was that of a boy of eighteen years who sustained a 
stab wound of the femoral artery which bled co- 
piously. When the author saw the patient a few 
minutes after the accident the Jimb was cold and 
cyanotic. Evacuation of a perivascular hematoma 
revealed a lateral wound of the artery just above its 
division into the deep and superficial branches. As 
the size of the wound indicated that suture would be 
difficult, Auvray placed two ligatures, one above 
and the other below, the wound, but although the 
patient was young and the operation was performed 
soon after the accident, such extensive gangrene 
occurred that amputation of the limb became nec- 
essary. In the future, therefore, Auvray will 
attempt suture before ligation in cases of arterio- 
venous aneurism at the root of the thigh. 

Auprey G. Morcan, M.D. 


Grégoire, R.: The Therapeutic Indications in 
Arteriovenous Aneurisms from the Standpoint 
of Their Pathological Anatomy (Indications 
thérapeutiques dans l’anévrisme artério-veineux 
tirées de l’anatomie pathologique). Bull. et mém. 
Soc. nat. de chir., 1927, liii, 1118. 


According to Grégoire, arteriovenous aneurisms 
affecting small vessels are best treated by quadruple 
ligation. When large vessels are involved, the prob- 
lem of treatment is difficult. 

Grégoire has considered the question from the 
standpoint of the pathological anatomy and pro- 
poses a classification of the lesions which expresses his 
conception of the pathologico-anatomical changes. 
The majority of aneurisms are due to trauma, but 
about 10 per cent are of spontaneous origin. The 
traumatizing agent must produce a small wound 
and must leave the vascular sheath almost intact. 
The agent may pass between the two vessels and 
not necessarily through them. Experimental pro- 
duction of the lesion is very difficult but was accom- 
plished by Halsted and his students. 

From the time of the trauma to the development 
of the aneurism, a certain length of time elapses 
during which the wound organizes and the vessel 


becomes adherent. Treatment is not advisable 
during this time. The aneurism may be either a 
simple arteriovenous aneurism or an arteriovenous 
aneurism with a sac. The simple arteriovenous 
communication is not, as some think, a younger 
lesion than the complicated aneurism, but a lesion 
of a different type due to the passing of the traumat- 
izing agent between, rather than through, the two 
vessels. The tortuous dilatation of the artery varies 
in degree with the relative size of the fistula, and 
this and the distention of the vein are mechanical in 
nature. In simple arteriovenous aneurisms every 
effort should be made to save the artery. Ligation 
of the communicating canal is the ideal procedure. 
Suture of the arterial orifice may be carried out if 
the vessel is large and ligation is impossible. Double 
ligation of the vein close to the communication is 
done when other methods are impossible. 

The complicated arteriovenous aneurism is 
entirely different. According to the author, a saccu- 
lation developing on the artery is due to a second 
injury to the arterial wall at the time of the original 
trauma. The sac is therefore a separate pathological 
entity not caused by the arteriovenous aneurism 
per se. Dilatation of the vein may be produced in 
the same manner. If only the vein is sacculated in 
these complicated cases, repair of the artery may be 
tried, but if the artery is affected, quadruple ligation 
and excision of the aneurism is the only feasible 
method as attempts at repair are followed by recur- 
rence of the lesion. Micuaet L. Mason, M.D. 


Millul, G., and Bracci-Torsi, H.: An Experimental 
Study of the Effects of Denudation of the In- 
ferior Vena Cava at Its Beginning at the Renal 
Vein (Ricerche sperimentali sugli effetti dell’ iso- 
lamento della vena cava inferiore dal suo inizio alle 
vene renali). Ann. ital. di chir., 1927, vi, 973- 


Not infrequently the inferior vena cava is denuded 
for a certain distance in operations on retroperito- 
neal tumors. The authors performed a series of 
experiments on rabbits and dogs to determine the 
effects of such denudation. They found that in 
these animals the removal of the adventitia of the 
inferior vena cava does not cause changes in the 
circulation which endanger life or even seriously 
affect the nutrition or function of the vessel. 

Auprey G. Morcan, M.D. 


Moszkowicz, L.: The Treatment of Varicose Veins 
with Sugar Injections Combined with Venous 
Ligation (Behandlung der Krampfadern mit 
Zuckerinjektionen kombiniert mit Venenligatur). 
Zentralbl. f. Chir., 1927, liv, 1732. 

Injection therapy is not popular among surgeons 
because of the danger of embolism associated with 
it. However, an improvement in this form of therapy 
was introduced by Nobl and his students, who 
recommended, as the injection fluid, a 50 to 60 per 
cent solution of chemically pure glucose. But even 
when the injection is given percutaneously, embo- 
lism occurs occasionally. To avoid this danger, 








a SS ll oe oe oe ae a 











SURGERY OF THE BLOOD AND LYMPH SYSTEMS 503 


Moszkowicz combines it with vasoligation. The 
injection and ligation are carried out at the highest 
point of the dilated vein, usually on the upper third 
of the thigh. However, ligation as high as the level 
of the opening of the vena saphena into the femoralis 
is avoided whenever possible in order to keep the 
patient ambulant. 

After a careful study of the venous condition has 
been made with the patient standing, a spot is 
chosen for the injection and marked by scratching 
with a fine needle. Disinfection is carried out with 
benzine and tincture of iodine, and a local anes- 
thetic is injected about the area. Following expo- 
sure of the vein, a double ligature is placed around 
the vessel, but only the upper strand is tied. Then 
20, 30, or 40 c.cm. of the glucose solution is injected, 
the wound is closed with Michel skin clamps, and a 
small dressing is applied. After the injection, the 
entire limb is encased in a rubber bandage. 

If the vena saphena magna forks below the site of 
the ligature on the thigh, 20 c.cm. is injected into 
each branch. Moszkowicz adds '4 drop (not more) 
of suprarenin to the solution. 

At the moment of injection, many patients ex- 
perience cramps of the calf muscles, but these tend 
to subside after a few minutes. Some patients feel 
a drawing in the leg for a few days and prefer to 
remain in bed while others walk about undisturbed. 

Among 150 cases receiving this treatment, there 
were 3 cases of reaction central to the point of 
ligation, but without any tendency of the process to 
progress farther. The reaction caused by the injec- 
tion regresses as a rule in two or three weeks. After 
four weeks, the patient is able to resume his usual 
work. Noinstance of embolism has been noted. In 
one case, a periphlebitic abscess developed beneath 
the point of ligation. 

Moszkowicz performs this operation only for 
markedly developed varices in persons doing hard 
physical labor. 

The presence of an ulcer is not a contra-indica- 
tion, but an attempt should be made to have the 
ulcerated area in a clean ‘fresh state before the 
operation is performed. The ulcer tends to heal 
rapidly following the injection. Recent, active 
thrombosis or phlebitis is a contra-indication; dia- 
betes demands caution. 

Moszkowicz is unable to report the ultimate re- 
sults in his cases as all of them were treated re- 
cently. The method is unsuitable if the dilated veins 
form a network encompassing the leg. For such 
cases, Moszkowicz recommends the Rindfleisch- 
Fraenkel spiral incision with ligation or evulsion of 
the involved veins. The wound is closed with 
Michel skin clamps in order to promote the develop- 
ment of cicatricial tissue. STETTINER (Z). 


Cantelmo, O.: Fulminant Postoperative Em- 
bolism (Le embolie post-operative fulminanti). 
Riforma med., 1927, xliii, 1120. 


The author briefly reports five cases of fulminant 
postoperative embolism. The first was that of a 


woman fifty-five years of age who had her right 
breast amputated under chloroform anesthesia and 
on the morning of the sixth day was found dead 
in bed. The second was that of a woman of forty-six 
years who was operated upon for a cyst of the ovary, 
and fell dead on the fifteenth day when she started 
to get up for the first time. The third case was that 
of a man fifty-nine years of age who was operated 
upon for stenosis of the intestine due to a tumor. On 
the tenth day, the patient fell dead while sitting 
up in bed eating a meal. In the fourth case, that of a 
woman of seventy years who was operated upon for 
suppurative cholecystitis from probable cancer of 
the head of the pancreas, death occurred on the 
fourth day during an attack of syncope. 

As in four of these five cases there was no in- 
flammation, it is evident that embolism may be 
aseptic as well as septic. The primary factor bring- 
ing it about is the first rise of blood pressure from 
effort after the postoperative rest. There are three 
forms—the syncopal, the form characterized by 
acute suffocation, and the form characterized by 
asphyxia. In the syncopal form a large embolism in 
the right heart causes reflex paralysis; in the two 
other forms the embolism occludes a large branch of 
the pulmonary artery. The embolism is always 
preceded by an evening rise in the temperature 
the sign of Michaelis—or a pulse rate up to 110-120 
with a normal or slightly subnormal temperature— 
the sign of Mahler. In the author’s opinion, the 
sign of Michaelis indicates bacterial embolism, and 
Mahler’s sign, aseptic embolism. 

In the cases of patients with a weak heart or 
anzmia and the cases of all persons over forty years 
of age, operation should be preceded by the ad- 
ministration of a heart tonic and alkalinization of 
the blood and should be done under local anesthesia; 
the patient should be kept at absolute rest for as 
short a time as possible; and slight massage of the 
lower limbs and respiratory gymnastics should be 
begun on the first day after the operation. The 
lower end of the bed should be lifted about 15 cm. 
At the first sign of fever or tachycardia, the patient 
should be put at rest again and should be kept at 
rest until about a week after the cessation of the fever 
or tachycardia. Auprey G. Morcan, M.D. 





Key, E.: Embolectomy as a Method of Treating 
Embolic Functional Disturbances of the Ex- 
tremities (Ueber Embolektomie als Behandlungs- 
methode bei embolischen Funktionsstoerungen der 
Extremitaeten). Zentralbl. f. Chir., 1927, liv, 2190, 
2240. 

Key believes that the Trendelenburg extraction 
of pulmonary emboli is not of great practical im- 
portance as there are few cases in which it can save 
life. In the extremities, however, embolectomy has 
a better prognosis. Key has collected a total of 
ninety-five cases from the Swedish literature and 
states that the number is increasing every year. 

Emboli usually occur at points of branching of an 
artery such as the bifurcation of the aorta and 
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common iliac, femoral, and popliteal arteries and the 
point in the axillary artery where the subscapular 
branch is given off. Emboli in the extremities may 
be preceded by emboli in the internal organs, and in 
some cases may not cause complete obstruction. 
Emboli increase in size chiefly toward the periphery, 
but to some extent also in a centripetal direction. 
The danger of gangrene is increased by secondary 
thrombus formation, and the danger of secondary 
thrombus formation is usually greater the longer the 
time that has elapsed since the vessel was plugged 
by the embolus. The extent of the area threatened 
by gangrene depends not only upon the collateral 
circulation, but also upon the size and persistence of 
the embolus, the condition of the vessel wall, and 
the occurrence of secondary thrombus formation. 
Dangerous circulatory manifestations may recede 
when an embolus becomes loosened and travels 
peripherally or a sufficient collateral circulation 
develops. 

The determination of the site of an embolus is 
difficult, but is facilitated by the pulse and the fact 
that emboli are usually found at the bifurcation of 
an artery and proximal to the area of circulatory 
disturbance. When the pulse is weak, the problem 
is especially difficult. 

The characteristic diagnostic signs of an im- 
pacted embolus are sudden severe pain, a sensation 
of numbness and cold, and motor and circulatory 
disturbances. In cases in which the blocking occurs 
gradually as the result of thrombosis secondary to 
an embolus which at first did not cause complete 
obstruction, the diagnosis may be difficult. After a 
successful embolectomy, small thrombi previously 
reaching the peripheral vessels may cause severe 
circulatory disturbances. 

Whenever possible, the operation should be per- 
formed under local anesthesia as patients with 
emboli are usually suffering from some form of heart 
disease. A correct technique is of the greatest im- 
portance. The best suture technique is that of 
Carrel, in which very thin needles and very fine silk 
sterilized in vaseline are used. In Key’s cases, com- 
presses wet with 2 per cent sodium citrate are used 
and the instruments and gloves are kept washed in 
this solution until the arterial wall is closed. The 
main vessel should be exposed not only in the region 
of the embolus, but also for some distance beyond 
it; likewise the adjacent branches, in order that 
clamps or ligatures may be placed in healthy regions 
to prevent retrograde bleeding during the suturing 
of the vessel. Before the arteriotomy, the vessel 
should be closed off proximally, but, on account of 
the danger of secondary thrombosis, not distally. 

Arteriotomy is best begun at the upper end of the 
embolus, at a sufficient distance from the point of 
bifurcation of the vessel to prevent secondary nar- 
rowing after the suture. Usually the embolus slips 
out easily through the arteriotomy wound; if it 
does not, it may be removed with the aid of forceps 
or a blunt spoon, but great care must be taken not 
to injure the intima. Remaining particles may be 


removed by gentle massage. It is absolutely neces- 
sary that all of the embolus be removed. In cases of 
very long thrombi, Babcock sounds may be em- 
ployed or the thrombus may be milked out or washed 
out by the blood current. The application of a clamp 
to the peripheral portion of the embolized artery 
is permissible only after the complete removal of 
the primary and secondary thrombi. Just before 
the suturing of the vessel, the clamp on the central 
portion of the vessel should be momentarily opened 
to determine whether the blood passes freely. Cir- 
culation may be allowed after the vessel has been 
sutured and another examination for embolic ma- 
terial has proved negative. If another embolus is 
discovered, a second arteriotomy must be done. 

For the removal of emboli in the large vessels of 
the trunk such as the aorta or the common iliac 
artery, with thrombosis extending into the vessels 
of the thigh, retrograde sounding and milking are 
recommended. These central emboli have an unfa- 
vorable prognosis because of the severe strain they 
place upon the heart (Wiedhopf). 

Key concludes his article with a statistical review 
of his cases. Loenur (Z). 


Meyer, A. W.: A Successful Trendelenburg Opera- 
tion for Embolism of the Pulmonary Artery 
(Erfolgreiche Trendelenburgsche Operation bei 
Embolie der Arteria pulmonalis). Deutsche Ztschr. 
f. Chir., 1927, ccv, I. 

The author reports two cases in which emboli 
were successfully removed from the pulmonary 
artery. One of the patients remained cured. The 
other survived the first embolectomy but died from 
a second pulmonary embolus twenty-five days later. 

The author’s operative technique is essentially 
similar to that of the classical Trendelenburg opera- 
tion. However, the soft tissues are incised lower so 
that the transverse incision can be made in the 
second interspace. The second and third ribs are 
resected to the costochondral junction. Opening of 
the pleural cavity is avoided in order to spare the 
patient further shock. The author emphasizes the 
value of intermittent interruption of the circulation 
which relieves the heart and central nervous system 
of the strain of a long period of blood deficiency. 
During the intervals in which the emboli are being 
located in the openings of the pulmonary artery, 
the slit in the blood vessel is held closed by the 
thumb and index finger when the constricting rub- 
ber tube is loosened. In placing the rubber tubes 
around the large blood-vessel branches, a smaller 
model of the Trendelenburg sound is used. 

After an embolus has been removed, the opening 
in the blood vessel is carefully closed by means of 
interrupted sutures and the blood vessel clamps are 
put in place. These clamps differ from the originals 
in that they have a smaller curve and narrower 
blades so that even when they are holding a long 
incision, the adjacent circulation is not impaired. 
To prevent slipping of the instruments, the blades 
are covered with gauze instead of rubber. 
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The author believes that carbon dioxide inhala- 
tions are of great value in quickly stimulating respi- 
ration, especially in cases of severe respiratory 
failure. Jenn (Z). 


Pearse, H. E.: The Immediate Effect of Arterial 
Ligation: an Experimental Study. Am. J. M. 
Sc., 1928, clxxv, 49. 

In a study of the results of ligation of large 
arteries upon the arterial and venous pressure and 
the size of the heart, Pearse found that the arterial 
pressure was increased proximal, and decreased 
distal, to the ligature, and that sudden occlusion of 
the aorta produced cardial dilatation and pulmonary 
cedema. He suggests that in arterial disease of the 
extremities the elevated proximal pressure may be a 
factor in the dilation of the collateral channels and 
the maintenance of viability of the peripheral parts. 

RicHarp F. Hernvon, M.D. 


Stern, W. G.: The Saline Wheal Test as ‘&” Measure 
of the Blood Supply in Arterial Disturbances 
of the Extremities. Ohio Siate M. J., 1928, xxiv, 
1926. 


Up to the present time but few good and practical 
agents to measure the circulation in the extremities 
have been devised. The calorimeter is the most 
accurate of these, but is susceptible to external in- 
fluences and is not suitable for hospital or office use. 
The hypedermic pyrometer of Brooks is useful, but 
often inaccurate and requires puncture of the skin. 
The oscillometer of Pachon seems to be reliable, but 
is often out of order. 

Following the work of McClure and Aldrich, the 
author has devised the following method: 

By means of a tuberculin syringe and a very fine 
needle, o.2 c.cm. of an 0.85 per cent saline solution 
is injected intracutaneously. The eye of the needle 
should be visible through the outer layer of the skin 
when the injection is made. The first injection is 
made at the base of the great toe and similar injec- 
tions are made at 4-in. intervals up to the leg and 
thigh. The sense of touch is used to determine the 
disappearance time as the vasomotor changes 
produced by the injection often render visual judg- 
ment unsatisfactory. Normally, sixty minutes or 
more is required for the complete disappearance of 
the wheal produced by the injected fluid, though at 
the base of the great toe readings as low as thirty 
minutes have been considered normal (one such 
reading was made in the case of a patient without 
clinical evidence of vascular disease). In cases of 
circulatory disturbance, the disappearance time of 
the wheal is reduced to one-third, one-fourth, or 
even one-twentieth of the normal. 

From a series of 200 cases in which the described 
procedure was used the following conclusions are 
drawn: 
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1. In the absence of oedema, the intracutaneous 
salt-solution test is a simple, rapid and accurate 
method of determining circulatory deficiencies in 
the extremities. 

2. Sixty minutes or more is the normal dis- 
appearance time of the salt solution. 

3. In all instances in which clinical circulatory 
deficiency exists, the disappearance time is dimin- 
ished; in the area just above the site of gangrene 
(existing or threatened), it is frequently as short as 
five minutes. Joun J. Maroney, M.D. 


BLOOD; TRANSFUSION 


Bourde, Y., Zucarelli, J., and Duval, P.: Chronic 
Recurrent Hemorrhagic Purpura; Splenec- 
tomy; Recovery (Purpura hémorrhagique ré- 
cidivant chronique; splenectomie; guérison). Bull. 
et mém. Soc. nat. de chir., 1927, lili, 1066. 

The patient whose case is reported was a woman 
twenty-two years of age. Two of her sisters had 
died from hemorrhage at the ages of nineteen and 
twenty-two years. The patient’s first hemorrhage 
occurred following a slight traumatism sustained 
when she was four years old. Since then she had had 
numerous spontaneous and traumatic hemorrhages 
into the skin and from the mucous surfaces. Ton- 
sillectomy and appendectomy had been performed 
without undue bleeding, but following the extrac- 
tion of a tooth the gum had bled for three weeks. 
Severe hematemesis brought the patient to the 
hospital in coma. 

Examination of the blood revealed a moderate 
degree of secondary anemia, a normal platelet 
count, and slight prolongation of the bleeding and 
clotting times. The Wassermann test was positive. 
Specific therapy and various intravenous and 
hypodermic injections produced exacerbations of 
the bleeding. Pain developed in the left hypo- 
chondrium, and the spleen, which formerly could 
not be felt, became palpable. Splenectomy was 
followed by apparently complete recovery. The 
histological findings were thought to indicate 
Weil’s disease. Leo M. ZimmMerMAN, M.D. 


LYMPH VESSELS AND GLANDS 


Dunham, E. C., and Smythe, A. M.: Tuberculosis 
of the Cervical Lymph Nodes in Infancy: The 
Value of the Roentgen Ray in Its Diagnosis. 
Am. J. Dis. Child., 1927, xxxiv, 962. 

When cervical adenopathy was observed in chil- 
dren it was found that roentgen-ray examination was 
most helpful in determining whether the infection of 
the nodes was tuberculous. 

X-ray plates showed calcified nodes in two cases 
of infants aged five and seven months, a period of 
life in which tuberculosis of these nodes is regarded 
as rare. RoBert M. Grier, M.D. 
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OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Fasiani, G. M., and Torraca, L.: Factors Deter- 
mining the Resistance of the Patient and 
Decreasing the Risks of Operation (Elementi 
per valutare la resistenza degli operandi e diminuire 
i rischi operatori). Riforma med., 1927, xliii, 1137. 


The fundamental factors determining the resis- 
tance of the patient are to be found in his biologi- 
ca] and functional condition. To a certain degree, 
habitus is an index of function. Persons of the 
megalosplanchnic type not infrequently suffer se- 
rious postoperative complications. Another fac- 
tor increasing the risk of operation is obesity. In 
the case of an obese patient, an effort should be 
made, if possible, to decrease the weight and im- 
prove the metabolism and circulation and respira- 
tion before operation is undertaken. Of the changes 
in metabolism, the most serious are those leading 
to diabetes. 

It isimportant to re-establish the acid-base equilib- 
rium of the blood before operation. In acute and 
chronic diseases of the kidney, diabetes, prolonged 
inanition, certain liver diseases, florid rickets, leu- 
kemia, certain anemias and serious infections, thy- 
rotoxicosis, and shock, the alkali reserve is often 
decreased. 

Another factor of importance determining the 
risk of operation is the condition of the circulatory 
system. Compensated valve lesions are not danger- 
ous, but constant arrhythmia and auricular fibrilla- 
tion greatly increase the operative risk. In deter- 
mining the functional capacity of the heart it is im- 
portant to know the proportion of the volume of the 
heart to that of the body as a whole, the proportion 
of the volume of the right heart to that of the left, 
and the proportion of the volume of the aorta to 
that of the heart. In cases of compensated hyper- 
tension, operation is not contra-indicated if the 
kidney function is good. The choice of anesthetic 
depends upon the latter. In compensated hypoten- 
sion, the choice of anesthetic depends not only upon 
the degree of the fall of pressure but also on the 
condition responsible for it. Great caution should be 
exercised in operating in cases of decompensated 
hypertension or hypotension as a decrease in the 
differential pressure indicates impairment of heart 
function. 

As a general rule, operation is contra-indicated if 
the hemoglobin is lower than 30 per cent and the 
erythrocyte count is less than 2% million. When 
the hemoglobin is less than 50 per cent, pre-opera- 
tive transfusion of blood is indicated. 

The kidney function should be tested before oper- 
ation by the concentration and dilution tests, deter- 


mination of the blood urea and Ambard’s constant, 
and the phenolphthalein test. 

Liver function tests are less commonly applied 
though equally important. Liver function may be 
determined from the bilirubinzmia or icterus index, 
Labbe’s alimentary glycemia test, the ammonia 
coefficient (Hasselbach), Rosenthal’s test with 
tetrabromphenolphthalein, and chromocholoscopy. 
In the improvement of liver function, glycogenesis 
is of the greatest importance. The best emergency 
measure is the direct administration of sugar in the 
form of glucose solution. 

Auprey G. Morcan, M.D. 


Sutton, H. B.: Inadequate Skin Preparation as a 
Cause of Postoperative Wound Infection. 
N. York State J. M., 1928, xxviii, 129. 

In Sutton’s opinion, inadequate preparation of 
the skin is the most probable cause of postoperative 
wound infections as the other steps in operating 
room technique may be well controlled. When the 
skin is prepared with great care, as for bone and 
joint work, infection seldom develops. 

The fact that the skin is contaminated has been 
proved by bacteriological study of excised specimens. 
Various investigators have found that, when the 
skin was prepared with iodine, from 25 to 100 per 
cent of excised specimens of the skin yielded a 
growth of bacteria on culture. According to Coley, 
the incidence of postoperative wound infection fol- 
lowing preparation of the skin with iodine is 12.8 
per cent. Tinker and Sutton found that in cases in 
which the skin had been prepared with Harring- 
ton’s solution, a positive culture was obtained in 
12 per cent and infection of the operative wound 
occurred in 1 per cent, whereas in cases in which the 
skin had been prepared with acriflavine there were 
no infections or positive cultures. 

Maurice Meyers, M.D. 


Craincianu, A., Arnaud, M., and Florian, I.: 
Azotzmia in Surgery (Recherches sur |’azotémie 
en chirurgie). J. de chir., 1927, XXX, 394. 

Operation should not be performed when the 
blood urea is above normal (0.45 gm. per 1,000 
c.cm.) as nitrogen retention indicates poor function 
of the liver and kidneys which will probably mean 
the development of hepatorenal complications after 
operation. 

The authors determined the blood urea in 311 
patients who were to undergo surgical operations. 
The determinations were made by the Moog 
method. In 134 cases, the amount was equal to, or 
above, 0.45 gm. per 1,000 c.cm. Among the 134 
cases there were 4 deaths from various complications 
but none due to renal insufficiency. In some cases 
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the blood urea ranged from 0.70 to 0.80 gm. per 
1,000 C.cm. 

There are cases (the authors report 2) in which, 
when the blood urea is normal before operation, 
phenomena of severe renal insufficiency appear after 
operation. Therefore the prognostic value of the 
pre-operative blood-urea values seems to have been 
exaggerated. Determinations of the blood urea 
should be supplemented by Ambard’s constant or 
the phenolsulphonephthalein test. The authors 
prefer the latter. 

An increase in the blood urea is a constant phe- 
nomenon after operations. It reaches its maximum 
on the third or fourth day and descends by lysis in 
eight or ten days, usually without clinical symptoms. 
The urea retention before and after operation in 66 
cases is shown by the authors by means of graphs. 
Some surgeons attribute postoperative hyper- 
azotemia to the anesthetic, but the authors do not 
accept this theory since in 8 cases in which anesthesia 
was not followed by operation there was no nitrogen 
retention, and in some of these cases in which opera- 
tion was performed later the blood urea was in- 
creased after the operation. All methods of in- 
ducing anesthesia cause a transitory increase in 
the blood urea after operation, even local an- 
esthesia. Traumatized patients who have not been 
anesthetized also show nitrogen retention. 

Urea-secretory azotemia is the expression of a 
disturbance of the excretion of urea in the kidney 
due to an alteration in the renal parenchyma. The 
urea-secretory function remaining the same before 
and after operation, it cannot be responsible for 
postoperative nitrogen retention. 

The oliguria occurring after every operation has 
been considered a cause of increased blood urea. 
The observations reported in this article seem to 
show that the blood-urea curve rises, the volume of 
urine decreases, and the concentration of urinary 
urea increases. Oliguria does not seem to be the 
cause. 

The factor essential for nitrogen retention is 
resorption of the elements of the cells and tissues 
killed by the trauma of operation. This accounts 
for the nitrogen retention following trauma and 
curietherapy. An operative procedure, such as the 
transfusion of citrated blood, which is not accom- 
panied by disintegration of the tissues or by resorp- 
tion, is not followed by an increase in the blood 
urea. Postoperative leucocytosis may contribute 
to the causation of nitrogen retention. 

ANNA L. PAceE. 


Walter, A. B.: Denuded Surfaces Treated by Tannic 
Acid. Canadian M. Ass. J., 1927, xvii, 1517. 


Walter recommends the use of an aqueous solution 
of tannic acid not only for burns but also for surfaces 
denuded by other traumata. He reports two cases in 
which it gave good results. The method is of value 
from the standpoint of simplicity, comfort, freedom 
from painful dressings, quick healing, and lightness 
of the scar. MERLE R. Hoon, M.D. 


Faure, J. L. The Mikulicz Drain (Le Mikulicz). 
Presse méd.,*Par., 1927, Xxxv, 1467. 

For a long time, Faure has been advocating the 
use of the Mikulicz drain in peritoneal infections. 
His suggestion, especially as it applies to intestinal 
surgery, was bitterly opposed for a time, but a large 
number of his opponents have now become con- 
verted to his belief. 

He calls the drain by its popular name, “ Mikulicz 
drain,” but states that it was first described by 
Dionis and Paré. 

In commenting on Billet’s report of forty cases of 
acute appendicitis treated by appendectomy with 
primary closure of the abdomen without a single 
death, he states that the condition must have been 
in the beginning stage with little or no infection of 
the peritoneum. He disagrees with those surgeons 
who believe that simple peritonization is sufficient 
to overcome infection. He has found that a dry 
Mikulicz drain furnishes better capillary drainage 
than one that is covered with vaseline. 

AupREY G. Morcan, M.D. 


Jackson, A. S.: Chronic Postoperative Tetany. 
Ann. Surg., 1927, Ixxxvi, 855. 

Jackson reviews the growth of our knowledge of 
the structure and function of the parathyroid glands 
from Woelfer’s first observations in Billroth’s clinic 
in 1881 to the work of Howland and Marriott in 1918 
which demonstrated that convulsions develop when 
the calcium in the blood becomes less than 7 mgm. 
per 100 c.cm. of serum. 

The incidence of postoperative tetany has been 
increased by the radical type of thyroidectomy that 
is necessary to obtain a cure and prevent the recur- 
rence of goiter. The cause of the tetany is operative 
trauma to the parathyroid glands or interference 
with the blood supply of these glands by ligation, 
oedema, or scar tissue. 

The symptoms may be acute or may not develop 
until several months after the operation. In some 
cases they may be atypical. The classical signs of 
the condition are a decrease in the calcium content 
of the blood and the signs described by Trousseau, 
Chvostek, and Erb. Tetany has no effect on the 
basal metabolism. 

The two agents that have proved most effective in 
the treatment are calcium and _ parathormone. 
Neither, however, will cure the chronic type of the 
condition. Jackson gives calcium lactate orally or 
intravenously or Collip’s parathormone intravenous- 
ly. The transplantation of parathyroid glands has 
not proved generally effective because of the diffi- 
culty of recognizing the glands at operation. One of 
Jackson’s cases was markedly benefited by ultra- 
violet light, but the time that has elapsed since the 
treatment has not been sufficient to determine the 
ultimate result. Parathormone was used with a 
beneficial, but not curative, effect in three cases. 
The treatment should include a diet high in calcium, 
measures to prevent constipation, and exposure to 
sunlight. Joun J. Maroney, M.D. 
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ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Weinberg, M.: Anti-Gangrene Serum and Its 
Therapeutic Use: Gas Gangrene, Appendici- 
tis, Gangrene of the Lung (Das antigangrae- 
noese Serum und seine Anwendung in der Therapie: 
Gasgangraen, Appendicitis, Lungengangraen). Seu- 
chenbekaempfung, 1927, iv, 79, 145. 

Prior to the war, the Fraenkel-Welch bacillus 
(bacillus perfringens) and Pasteur’s septic vibrio 
were accepted as the causes of gas gangrene, but 
war experience demonstrated that other anaerobic 
organisms also play a part in this infection. The 
bacillus oedematiens, which is very toxic, was 
found in one-third of the cases. In addition, the 
highly toxic and proteolytic bacillus histolyticus and 
the bacillus sporogenes were found. 

Infection with the bacillus perfringens alone 
produces the classical picture of gas emphysema in 
its different forms (with bronze discoloration or 
“white” gangrene), but similar pictures may be 
produced also by mixed infections. The assumption 
that signs of putrefaction must always develop is 
erroneous. In 25 per cent of the cases these signs 
of putrefaction were due to the presence of the ba- 
cillus sporogenes. 

All infectious wound complications should be 
called ‘‘traumatic” and the term “gas gangrene” 
reserved for cases of trauma with emphysematous 
gangrene. 

The nature of the causative organism cannot 
be determined from the clinical picture alone. 
Repeated bacteriological examinations of the wound 
secretion are necessary. 

Serum therapy must be directed against five 
organisms: the bacillus perfringens, the bacillus 
septicus, the bacillus cedematiens, the bacillus 
histolyticus, and the bacillus sporogenes. It has 
been possible to develop a monovalent, antitoxic, 
and antibacterial serum for use against all five of 
these anaerobes. Recently, antitoxins have been 
employed instead of toxins. A mixture of these 
sera has been demonstrated to be most effective. 
As a rule a quadrivalent serum is sufficient except 
in cases of putrefaction, in which antisporogenes 
serum should be added. As a rule, a single intra- 
venous injection of the serum gives the desired 
result. It is of course understood that the injury 
should be treated according to surgical principles. 
The results are excellent. 

Of sixty cases of gas gangrene occurring during 
the war, the serum failed in only four. The intra- 
muscular injection of the serum is recommended as 
prophylactic treatment. 

Antigangrene serum can be used to great ad- 
vantage also in civil practice. In certain cases of 
appendicitis, puerperal sepsis, and lung gangrene it 
may save life as in these conditions the organism 
causing gas gangrene may be present. It should be 
used also in cases of gangrene of unknown etiology 
(angina, diabetes, etc.) 


INTERNATIONAL ABSTRACT OF SURGERY 


The good results cannot always be ascribed to a 
purely specific action of the serum. A paraspecific 
component must be assumed. Apparently the use of 
the serum causes separation of the polybacterial 
groups, which Weinberg called ‘“ Kataxie.” 

KREUTER (Z). 


ANZSTHESIA 


Gwathmey, J. T., and Hooper. C. W.: Preliminary 
Medication in General Anesthesia, with Spe- 
cial Reference to the Margin of Safety and 
Postoperative Lesions of the Lung. Arch. 
Surg., 1928, xvi, 416. 


The authors give preliminary medication before 
administering an anesthetic because it prevents 
psychic shock, increases the margin of safety, modi- 
fies or abolishes untoward symptoms during the 
induction and maintenance of the anesthesia, and 
prevents possible postoperative lesions in the lungs. 
They believe such preliminary medication is indi- 
cated whether the anesthesia is to be local, spinal, 
regional, or general. Magnesium sulphate is a suit- 
able agent; it prolongs the action of morphine, and 
if ether is used it deepens the anesthesia. 

In 200 consecutive cases in which magnesium sul- 
phate combined with morphine was given before 
operation, the average length of time before a seda- 
tive was needed was sixteen hours, whereas in a 
parallel series of cases in which morphine was given 
alone, a sedative was usually needed after four 
hours. In the first series, 400 c.cm. of a sterile 4 per 
cent chemically pure solution of magnesium sulphate 
solution were given by hypodermoclysis one and one- 
half hours before the operation. Later experience 
has proved that an intramuscular injection of 6 
c.cm. of a 25 per cent solution in three divided doses 
is equivalent to the 16 gm. used previously. 

Experiments on animals have shown that when 
preliminary medication is given, anesthesia occurs 
sooner and less ether is necessary, and that the mar- 
gin of safety between complete anesthesia and re- 
spiratory failure is lengthened. 

In a large number of necropsies performed on 
animals to determine why preliminary medication 
causes increased tolerance to general anesthetics, it 
was found that when no preliminary medication was 
used, lung lesions occurred regardless of the anes- 
thetic employed, whereas when preliminary medica- 
tion was given, the lungs were relatively normal. 

The preliminary medication suggested for clinical 
purposes is the injection of 4% gr. of morphine sul- 
phate solution dissolved in 2 c.cm. of magnesium 
sulphate solution, repeated once or twice at inter- 
vals of twenty or thirty minutes. If an idiosyncrasy 
is present, it will develop before the time for the third 
dose. If deep anesthesia is desired, the authors’ pa- 
tients are given a small dose of ether, paraldehyde, 
and olive oil as a retention enema. If nitrous oxide 
and oxygen are employed, the oxygen should be in- 
creased from the usual 10 per cent to from 30 to 50 
per cent. Morris A. Stocum, M.D. 
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Hughes, C.: The Present Position of Spinal Anal- 
gesia. Proc. Roy. Soc. Med., Lond., 1927, xxi, 189. 
The author briefly reviews the history of the in- 
duction of anzsthesia by the intradural injection of 
drugs. Following early discouraging accidents with 
cocaine, the method fell into disrepute, and it was 
only after the discovery of novocaine, stovaine, 
alypin, and tropococaine early in this century that 
interest in the procedure was revived. 

When properly induced, spinal anesthesia is 
suitable for the treatment of a wide variety of con- 
ditions and its mortality is low. A preliminary 
narcotic should always be given. The chief contra- 
indication to the method is low blood pressure, but 
the danger of a fall in normal blood pressure is not 
great if the proper precautions are taken. In a 
series of 500 cases, the average fall was 30 per cent. 
The fall is apt to be greater in cases of high pressure 
than in those of normal pressure. A fall in the blood 
pressure is usually not of grave import unless it is 
accompanied by a rise in the pulse rate. Collapse 
can be guarded against by the use of strychnine or 
caffeine. 

The author uses a 5 per cent solution of stovaine 
and a 10 per cent solution of sodium benzoate and 
caffeine citrate in distilled water. This is usually 
given in a dose of from 4 to 6 c.cm., and may be 
used with or without light inhalation analgesia. 
Throughout the period of analgesia and for one or 
two hours afterward, the patient is kept in a 
moderate Trendelenburg position. Immediate post- 
operative complications are few and slight. 

FRANK B. Berry, M.D. 


Hanrahan, E. M., Jr.: Brachial Plexus Nerve Block. 
J. Am. M. Ass., 1928, xc, 529. 


Although brachial plexus nerve block has not 
found much favor in America, the author has em- 
ployed it in forty-three cases. The results were per- 
fect in thirty-six cases, satisfactory in four, and 
unsatisfactory in three. Two of the cases in which 
the results were unsatisfactory were those of young 
children. Subcutaneous infiltration was necessary 
to complete the anesthesia in three cases. The 
author prefers the supraclavicular approach of Kul- 
enkampf. He employs from to to 20 c.cm. of 2 per 
cent procaine hydrochloride. It is important to 
obtain paresthesia on insertion of the needle beneath 
the fascia, before the solution is injected. In all 
cases in which this was done, the anesthesia was 
entirely satisfactory. If paresthesia cannot be ob- 
tained, a wide injection must be made and half an 
hour allowed to elapse before the operation. 


For cutting operations, Hanrahan advises the 
“subcutaneous bracelet” injection of 0.5 per cent 
solution of procaine hydrochloride to render the skin 
entirely anesthetic. In cases requiring extensive 
manipulation, morphine and atropine may be given 
prior to the operation. 

In the author’s cases, brachial plexus nerve block 
was used for the treatment of palmar abscess, am- 
putation of the thumb, open and closed reduction 
of fractures of bones of the forearm, amputation of 
the shoulder, and the reduction of dislocations. No 
untoward results attributable to the anesthesia 
were observed in any instance. 

WitiraM J. Pickett, M.D. 


Beckman, H.: The Alleged Synergism of Mag- 
nesium Sulphate and Morphine. Am. J. Obst. 
& Gynec., 1928, xv, 72. 

Beckman states that in 113 experiments per- 
formed on fifty-one animals he was unable to find 
any evidence of synergism of magnesium sulphate 
and morphine. He believes that the claims of 
such a synergistic action are based on failure to 
distinguish clearly between addition and true 
synergism. RopERICcK V. Grace, M.D. 


SURGICAL INSTRUMENTS AND APPARATUS 


Post, M. H.: Sterilization of Sharp Instruments. 
Am. J. Ophth., 1928, xi, 3s. 18. 


Post sterilizes his cataract knives and other sharp 
instruments in a solution of the following composi- 
tion: alcohol, 95 per cent, and liquor cresolis com- 
positus, 2 per cent, 2 oz.; commercial chloroform, 2 
oz.; and liquid albolene, 2 dr. 

No rust or tarnish appears even when the blades 
are immersed for many days. The germicidal 
properties of the solution were investigated by 
dipping threads into suspensions of various pyogenic 
organisms, placing the threads in the solution for 
varying periods, and then culturing the threads. 
In no instance in which exposure to the solution had 
lasted for one minute or more did any growth appear. 

The blades are wrapped in cotton and immersed 
in the solution for half an hour or more. The cotton 
is then removed and the blades are allowed to dry. 
The slight remaining film of albolene is wiped off. 
Following an operation, the blades are immersed 
again for one minute and allowed to dry. Oxidation 
is prevented by the film of albolene. Staining has 
never been caused by this solution, and there is no 
loss of sharpness if the blades are handled carefully. 

LAWRENCE JAcQquEs, M.D. 








MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Milch, H.: Indelible Ink-Pencil Injuries. Axn. 


Surg., 1928, Ixxxvii, 95. 

Milch reports a case of injury due to an indelible 
pencil and reviews the literature on such injuries. 
The solution of the aniline dyes—chiefly methyl 
violet and methyl blue—in the tissue juices pro- 
duces an aseptic necrosis of the tissues which 
develops slowly and is apt to be extensive. As 
attempts to remove the offending body may break 
it into smaller fragments, injure the protective 
wall about it, and open the tissue spaces, the ra- 
tional treatment is wide excision of the wound and 
the contained foreign body at the earliest possible 
moment. RIcHARD F, Hernpon, M.D. 


Weintrob, M., and Messeloff, C. R.: Gas Gangrene 
in Civil Practice. Am. J. M.Sc., 1927, clxxiv, 801. 


This report is based on 85 cases of gas gangrene 
treated at Bellevue Hospital, New York. 

The condition was first described in 1853 but dur- 
ing the next thirty years little was written on the 
subject. The World War with its thousands of cases 
of infection by gas bacilli gave a good opportunity 
for an intensive study of the disease. During the 
early years of the war, from ro to 12 per cent of all 
wounds in the British Army became infected with 
the gas bacillus and the mortality ranged from 9g to 
5° per cent. 

The predominating organisms found in this infec- 
tion are the bacillus welchii, the vibrion septique, 
and the bacillus oedematiens. 

The 85 cases reviewed were seen in the period of 
fifteen years from 1911 to 1916 and represented 1 
case of the condition to every 7,310 hospital admis- 
sions. In the period from 1909 to rgr1t, the incidence 
was I case of gas gangrene to every 644 cases ad- 
mitted to the hospital. The early mortality rate in 
British cases averaged 11 per cent, but in 1918, with 
better care and more knowledge of the nature and 
proper management of the disease, the rate dropped 
to 1 per cent. In the series of cases reviewed, it was 
45.9 per cent. The majority of the patients were 
males between the ages of fifty and sixty years. No 
case was seen in a child under five years of age. 

Many theories have been advanced as to the cause 
of gas gangrene, but to date none has been accepted. 

The infection occurs most frequently in damaged 
muscle, it being essentially a disease of devitalized 
tissue, Single muscles may be affected in their 
entirety without any invasion of adjoining tissues. 
In many of the cases reviewed, the condition devel- 
oped after a compound fracture, and in 58 per cent 
of the cases the fracture involved the tibia. 


In addition to the local lesions in the muscle tissue, 
the cardiovascular system is often invaded. Fre- 
quently the liver is enlarged and contains gas bub- 
bles. Occasionally, the adrenals show medullary 
congestion and hemorrhages. 

In civil practice, the condition usually develops in 
a lacerated wound contaminated with dirt or an 
apparently clean gunshot wound. 

Pain is the most prominent symptom, but is 
usually of short duration. As a rule it is followed by 
a sense of numbness in the part affected. Even in 
advanced stages of fatal cases, the mentality is little 
affected, there being a general sense of well-being. 

An unexplainable swelling in cases of compound 
fracture should be considered a suspicious sign. The 
swelling is tense and different from the usual pre- 
suppurative swelling. As a result of the oedema, the 
skin becomes at first unusually pale, then of a dirty 
cream color, and then purple. The margins of the 
purple areas are distinct and irregular. They first 
swell and later collapse. Serosanguinous blebs appear 
and are followed by a greenish-yellow tint. The 
discharge is thin and serohemorrhagic and has a 
characteristic pungent, putrefactive odor. It con- 
tains little pus. As a rule, a crackling sensation is 
noted on palpation of the skin. 

Early in the course of the condition, the pulse is 
rapid and the temperature is relatively low. In the 
series of cases reviewed, the average temperature at 
the time of the patient’s admission to the hospital 
was 100.6 degrees F. and the average pulse was 111. 
Most cases show an early leucocytosis with a propor- 
tionate increase in the polymorphonuclear cells. A 
moderate anemia is also noted. Blood cultures 
infrequently show the bacillus welchii. 

Probably the best outline of treatment available 
is that which was given out by the United States 
Medical Corps prior to the battle of Chateau 
Thierry in 1918. According to this outline, operation 
should be done as early as possible and anesthesia 
should be induced preferably with nitrous oxide 
oxygen. Longitudinal incisions should be made, half 
again as long as is apparently necessary, in the skin 
and fascia. The use of tourniquets and the cutting 
of normal muscle is to be avoided. As much skin 
should be left as possible. The wound should be 
opened thoroughly and freely. All torn, crushed, and 
discolored muscle should be excised, only that which 
is firm and normal in color and bleeds freely being 
left. All loose bone and foreign bodies should be 
removed. After the arrest of hemorrhage the wound 
should be left open and filled with moist gauze. 
Tight packing is to be avoided. Carrel tubes may 
be employed if they can be properly cared for. 
Plenty of dressings should be used and the part 
immobilized with splints. 
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In the cases reviewed, the mortality was 83 per 
cent in those not operated upon, 64 per cent in those 
treated by débridement, 40 per cent in those treated 
by amputation, and 17 per cent in those treated by 
débridement followed by amputation. 

Serotherapy has been found of great value in gas 
gangrene. It seems to give the best results when it 
is used as a prophylactic agent. A mixed or polyva- 
lent serum is most effective. The method of choice 
for its use is intravenous injection combined with 
intramuscular injections proximal to the wound. 
Serotherapy cannot supplant surgery. In civil prac- 
tice it seems to be entirely secondary to surgery but 
its use is probably advisable after débridement. 

Harop M. Camp, M.D. 


Wilmoth, C. L.: Subacute Inguinal Lympho- 
granulomatosis: A Report of Twenty-Seven 
Cases. South. M.J., 1928, xxi, 108. 


Inguinal lymphogranulomatosis is a disease of 
unknown etiology affecting young adults. In the 
United States it is seen most frequently in persons 
who have recently returned from the West Indies 
or Central or South America. There is some evi- 
dence to support the view that it is contracted by 
sexual intercourse. The superficial subinguinal 
glands are involved. No evidence of a primary 
lesion in the tissues drained by these glands has 
been observed. The pathology of the condition is 
essentially that of a low-grade pyogenic infection. 
Necrosis rather than suppuration occurs as the dis- 
ease progresses, and there is a periadenitis which 
results in fusion of the individual glands. 

The incubation period is probably four or five 
weeks. The disease develops so slowly that medical 
aid is usually not sought until about three weeks 
after the enlarged glands are first noticed. With the 
development of a periadenitis, the overlying skin 
becomes reddened and adherent. As a rule the 
condition is unilateral. Occasionally, spontaneous 
recovery occurs. The treatment of choice is excision 
of the involved glands. Lawrence Jacques, M.D. 


GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


Jastellani, A.: Notes on Blastomycosis: Its Eti- 
ology and Clinical Varieties. Proc. Roy. Soc. 
Med., Lond., 1928, xxi, 447. 


Castellani gives a classification of the clinical 
varieties of blastomycosis and describes the cultural 
characteristics of the yeast-like or budding fungi 
included in this classification. Most of the varieties 
are found in the tropics, but blastomycosis verrucosa 
affecting the skin is found in all parts of the world. 

MANUEL E. LicuTENSTEIN, M.D. 


Christopherson, J. B.: On the Treatment of the 
Actinomycosis Type of Mycetoma. Proc. Roy. 
Soc. Med., Lond., 1928, xxi, 471. 


This article reports a case of actinomycosis of the 
parotid gland which was under treatment for more 
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than two years. Radium and roentgen irradiation 
was tried but failed to cause improvement. The 
author believes that large doses of potassium iodide 
over long periods of time are necessary to obtain a 
cure. He has given 240 gr. daily for over five months 
without causing any ill effect. 

MAaNnvet E. LicatTensiEIn, M.D. 


Barnett, L. E.: Colossal Hydatid Cysts. Med. J. 


Australia, 1927, ii, 878. 

Barnett reports an enormous hydatid cyst of the 
abdomen in a man thirty-nine years of age who had 
spent most of his life among sheep and dogs. An 
interesting point in the history was that when the 
patient was six years of age, he fell heavily, striking 
his abdomen against a projecting stone. During 
the thirty-three years that had elapsed since the 
accident there had been a gradual swelling of the 
abdomen. Barnett believes that at the time of the 
injury an echinococcus cyst of the liver was rup- 
tured intraperitoneally. 

Exploratory puncture of the abdomen was nega- 
tive because of the thickness of the peritoneal 
exudate. At operation, the entire abdomen was 
found filled with hydatid cysts of various sizes. 
Eleven gallons of fluid were removed. The patient 
made a complete recovery. 

In Barnett’s opinion, this cyst formation was pre- 
ceded by a choleperitoneum at the time of rupture 
of the cyst of the liver, and as a result of the libera- 
tion of bile, a false membrane was formed in the 
peritoneal cavity. Joun H. Gartock, M.D. 


DUCTLESS GLANDS 


Frank, R. T.: Endocrine Therapy. 
Gynec., 1928, xv, 40. 


Am. J. Obst. & 


The author traces the history of endocrinology 
from its origin in Parry’s clinical description of 
exophthalmic goiter made in 1825 down to the pres- 
ent day. Our knowledge of endocrine diseases has 
progressed steadily. The function, of the glands of 
internal secretion, with the exception of the thymus 
and pineal, and a large number of syndromes due to 
disturbance of their function, can now be outlined 
with considerable degree of assurance. 

The noticeable advance made in the last decade 
was due to the fact that the pharmacologist, the 
physiologist, and the chemist supplanted the empir- 
ical investigator. Each advance was based upon the 
discovery or elaboration of some specific test for a 
given endocrine product. Laboratory workers have 
shown that potent endocrine substances in minute 
concentration produce easily recognizable effects 
and in overdose may cause severe symptoms of 
poisoning. Adrenalin, pituitrin, thyroxin, insulin, 
the parathyroid hormone, and the female sex hor- 
mone possess this quality. 

In women, the three most striking and frequent 
syndromes encountered have to do with the pituitary 
gland, the thyroid, and the ovaries. The disturb- 
ances are of the hyperfunctional and hypofunctional 
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types. In obese patients, blood studies may show a 
depression of the ovarian function. In rare instances, 
there is hypofunction of the adrenal, pancreas, and 
parathyroid, but hyperfunction of these glands, with 
the exception of the adrenal in childhood, is not 
recognized. 

Hyperfunctional conditions call for toning down 
of the hyperactivity of the affected gland. This may 
be done by complete ablation, partial resection, and 
X-ray therapy. At times, indirect methods, such as 
the use of iodine in adolescent goiter are indicated. 

Hypofunctional conditions require stimulation of 
the glands. In the case of the ovary, small doses of 
the X-ray increase function by killing off atretic 
follicles. In cases of pituitary and thyroid under- 
activity, substitution therapy must be given. The 
first successful use of thyroid substance was made 
in 1892 by Murray who gave fresh and glycerin ex- 
tract of thyroid glands to a woman suffering from 
myxcedema and thereby kept the patient in excel- 
lent health for thirty-four years. 

The author’s few attempts to stimulate ovarian 
function by means of the female sex hormone are not 
as yet sufficiently conclusive to warrant a definite 
opinion. 

It is unwise to give so-called stimulating doses of 
X-ray irradiation to the ovaries as the margin of 
safety is too small. Except in the presence of thyroid 
overactivity, the trial of small amounts of thyroid 
extract is justified to determine the patients’ re- 
sponse to the stimulation of body metabolism. 

The well-known and specific effects of insulin in 
diabetes and of parathyroid hormone in tetany are 
not included in this discussion. Pituitrin does not 
replace the loss of the anterior lobe of the pituitary. 
Its uses in obstetrics, intestinal paresis, and diabetes 
insipidus are well known. Attempts to produce an 
anterior lobe extract have been only partially suc- 
cessful. Such extracts are known to exaggerate the 
growth impulse of young animals and to produce 
marked lutein overgrowth in the ovaries. Zondek 
reports that puberty can be induced by the implan- 
tation of adult (male or female) anterior lobe sub- 
stance in the young mouse. ‘This observation, if 
confirmed, proves the interrelation of the glands. 
However, there is no extract available at present 
for therapeutic use. 

The effect of active female sex-hormone extracts 
in the human female is a new chapter in endocrine 
therapy. The evaluation of the results obtained by 
its use is aided by the specific tests for identifying the 
female sex hormone as such and by the method for 
determining its concentration in the circulating 
blood. Its source is known to be in the follicle, 
corpus luteum, and placenta (the three forming the 
“gestational gland”). Only slightly potent prepara- 
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tions have been obtained. The author has tried 
them in several classes of cases without signal suc- 
cess, but the work is still in the experimental stage. 
The outlook would be more promising if more con- 
centrated products could be prepared. 

Endocrine therapy has thus been placed on a 
rational basis. Thyroid substance, thyroxin, insulin, 
and parathyroid hormone are well established 
products. Adrenalin and pituitrin subserve limited 
but well-defined purposes. The female sex hormone 
is available in small amounts for experimental and 
clinical investigation. Anterior lobe pituitary, adren- 
al cortex, and testicular hormone are being studied. 

Maurice Meyers, M.D. 


SURGICAL PATHOLOGY AND DIAGNOSIS 


MacCarty, W. C.: A Cytological Key to the Diag- 
nosis and Prognosis of Neoplasms. J. Lab. & 
Clin. Med., 1928, xiii, 354. 

The usual clinical grouping of pathological speci- 
mens is as follows: inflammatory (acute and 
chronic), neoplasms (benign and malignant), and 
questionable (inflammatory or neoplastic). 

The inflammatory group is characterized by one 
or more of the following phenomena: congestion; 
cedema; necrosis; leucocytic, lymphocytic, and 
endotheliocytic infiltration; fibroblastic and fibro- 
cytic proliferation; hyalinization; and such cyto- 
logical changes as granular degeneration, fatty 
degeneration, vacuolization, pyknosis, and the 
presence of occasional giant cells. 

The neoplastic group is characterized by the 
presence of a mass or masses of cells which do not 
have the exact histological arrangement of normal 
tissues but seem to be displacing normal tissues by 
expansion or invasion. If the cells are regular in 
size and shape and encapsulated and if they have 
the morphology of normal adult types of cells, the 
condition is benign. If, on the contrary, they do 
not have the low-power arrangement of normal adult 
cells, if they are irregular in shape and size, if they 
contain asymmetrical mitotic figures, if they are 
hyperchromatic, and if they replace normal tissues 
by invasion and infiltration, and especially if the 
mass is non-encapsulated, the condition is malignant. 

The third or doubtful group is characterized by a 
combination of the characteristics of Groups 1 and 
2 and as such presents the greatest differential 
diagnostic difficulties. 

The key to the diagnosis of malignant and benign 
neoplastic conditions and inflammatory conditions 
and for prognosis is a checked experience with the 
differential detailed morphological characteristics 
of adult tissue cells, reparative regenerative cells 
and neoplastic cells. Morris H. Kaun, M.D. 
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